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The definition of mental retardation as used in 
this paper, is taken from “A manual on terminology 
and classification .. .”” which is a supplement to the 
American Journal of Mental Deficiency, September 
1959'°. “Mental retardation refers to subaverage 
general intellectual functioning which originates 
during the developmental period, and is associated 
with impairment of one or more of the following: 
1) maturation; 2) learning; 3) social adjustment.” 
By subaverage is meant performance greater than 
one standard deviation below the population mean 
of the age group involved, on measures of general 
intellectual functioning. This functioning is as- 
sessed by performance on one or more of the vari- 
ous objective tests which have been developed for 
the purpose. The upper limit of the developmental 
period is arbitrarily set at 16 years. 

This presentation is concerned entirely with 
preventable mental retardation. There will be no 
discussion regarding the means of its early diag- 
nosis, since emphasis is on recognition and correc- 
tion of the abnormality in functioning before it has 
produced mental retardation. 

In order to approach this subject in a systematic 
fashion, the medical classification in the publication 
above has been used’, and is outlined in Table I. 

‘ (For Tables refer to page 670) 


The first group in this classification includes those 
where mental retardation is associated with dis- 
eases and conditions due to infection (prenatal or 
postnatal). The prenatal infections, which we 
know to be important, and about which we can do 
something, are primarily rubella and syphilis, and 
possibly toxoplasmosis. 

Early reports regarding the risk to the unborn 
child of a mother who gets rubella were excessively 
pessimistic. Recent prospective studies suggest that 
the incidence of congenital anomaly in such infants 
will be about 12 per cent®. The greatest danger is 
to a child whose mother has the infection during 
the first six weeks of her pregnancy. The two 
preventive measures which come to mind, are: 

1. The exposure to rubella of all girls before they 
reach their teens, to ensure that, having had the 
disease, they develop an immunity which will pro- 
tect them and their unborn children in future; 
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2. The administration of Gamma globulin to the 
mother if she is exposed to the disease, the prophy- 
lactic dose being 20 ml. intramuscularly (or 0.2 ml. 
per Ib.). 

The institution of state programs of premarital 
and pregnancy blood testing for syphilis, has un- 
doubtedly resulted in a remarkable reduction in 
the incidence of congenital neurosyphilis. Some- 
times we appear to have become almost complacent 
regarding this disease. We take it for granted that 
the mother has been tested during her pregnancy, 
and hence the diagnosis may not even be considered 
in the child unless he shows florid signs. Un- 
fortunately, even in the most up-to-date maternity 
hospital, there are instances of mothers coming in 
in labour, without any prenatal care, and for some 
reason or other no blood being taken for testing. 
Once the diagnosis is made in the child, treatment 
programs are reasonably effective, but not without 
risk to life, and not necessarily bound to prevent 
subsequent brain damage. The important prevent- 
ive measure continues to be diligent, routine blood 
testing of all pregnant women, regardless of their 
status in the community, and regardless of how 
many previous negative tests they have had. 

Toxoplasmosis appears to be a relatively infre- 
quent disease in this area, with only one or two 
proven congenital cases having been reported. It 
is unlikely that treatment would be effective with 
the congenital form, since the infection is probably 
in the late stage’. The child may appear normal 
at birth and develop any of the symptoms later. 
or they may be present at birth. They include 
jaundice, fever, microcephaly or hydrocephaly, 
lymphadenopathy, convulsions, chorioretinitis, ocu- 
lar palsy, and microphthalmia. There may also be 
intracranial calcification, and a mononuclear pleo- 
cytosis of less than 400 cells in cerebrospinal fluid 
and usually over 500 mgm. of protein per 100 ccs. 
Since treatment is not considered effective, the 
diagnosis of the condition is, at present, probably 
only of scientific importance. It is to be hoped that 
the pregnant woman who acquires the infection but 
shows no apparent symptoms, may eventually be 
detected by some simple procedure which might 
be routinely used, and treatment given to her to 
protect the child. Toxoplasmosis should certainly 
be considered in any case of prolonged “glandular 
fever” with a negative heterophil antibody test25. 
If a beginning stage were suspected, the treatment 
would be sulfonamide and pyrimethamine, a com- 
bination which has produced encouraging results ir 
the acute acquired form. 
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The important postnatal cerebral infections which 
may be adequately treated so as to prevent sub- 
sequent mental retardation are brain abscess and 
meningitis. Suffice it to say that this means prompt 
treatment of ear, sinus, and other bacterial infec- 
tions especially around the head, with every at- 
tempt made to establish the nature of the bacterial 
etiology before treatment is begun. 

The possibility of meningitis should be considered 
in any premature or other newborn infant with 
cyanosis, vomiting and irregular respiration, jaun- 
dice, jitteriness or somnolence, even if there is no 
fever. In later infancy fever is more marked, con- 
vulsions are more commonly seen, and, in the 
absence of severe dehydration, a bulging fontanelle 
is of course significant'. Bacteriological diagnosis 
can be made for certain only by examination of a 
culture of the spinal fluid, but it is commonly re- 
commended that, with infants, treatment be begun 
even before the specific organism is isolated. This 
usually involves the administration (after lumbar 
puncture) of a combination of crystalline Penicil- 
lin, Chloramphenicol, and Sulfadiazine, preferably 
intramuscularly or intravenously, and by choice by 
this route if there is vomiting. A single antibiotic 
can usually be used to continue the treatment once 
bacterial diagnosis is made. Failure to respond 
satisfactorily to what seems to be appropriate 
treatment should lead one to reconsider the ade- 
quacy of dosage and its route of administration, the 
possibility of a subdural collection of fluid or a 
localized abscess of the brain, a defect in one or 
several of the body’s defence mechanisms, rein- 
fection from a focus elsewhere or from skin through 
a congenital fistula. 

Secondary Encephalitides may occur as an after- 
math of one of the infectious diseases or the use of 
a vaccine (living or dead)‘. The occurrence of 
measles encephalitis can be reduced by using modi- 
fying doses of gamma globulin and prevented alto- 
gether by preventive doses soon after exposure. 
This is most important in infants, after their passive 
immunity has disappeared, and even in the early 
months if the mother has never had measles. 
Whooping cough encephalitis seems to occur prim- 
arily in the first two years of life when it can 
produce great damage. It is generally believed that 
adequate programs of immunization with pertussis 
vaccine will make pertussis, if acquired, relatively 
mild. Very young infants exposed before any active 
program can have developed may be protected 
temporarily by the use of hyperimmune pertussis 
gamma globulin. Byers‘ suggests that the enceph- 
alopathy associated with roseola may be the result 
of vascular occlusion rather than diffuse inflamma- 
tion, and hence special attention should be given to 
hydration, maintenance of adequate urine output, 
and reduction of fever with antipyretics and spon- 
ges. Although vaccinia encephalitis is uncommon, 
there were apparently 40 cases among the 6,000.000 
vaccinated in New York City after the scare there 


afew years ago. The possibility of this complication 
may be definitely reduced by vaccinating infants 
before a year of age. Encephalopathy following 
pertussis vaccination was not infrequent ten or | 
more years ago, but this has been a rare occurrence 
since vaccine combined with alum precipitated tox- 
oids of diphtheria and tetanus has been used. The 
danger of pertussis itself in small infants is so great 
that pertussis vaccine should not be withheld, but 
be a standard part of the immunization program in 
the first year of life. 

II, 

The second group is diseases and conditions due 
to intoxication. The prevention of toxemia of preg- 
nancy and other maternal intoxications is not a 
paediatric responsibility. However, general prac- 
titioners, paediatricians and obstetricians are all 
concerned with the prevention of bilirubin ence- 
phalopathy. There is danger of brain damage fol- 
lowing any condition which causes an elevation of 
indirect-reacting bilirubin to 20 mgm. per cent or 
higher in the first two or three days of life. This is 
especially so in prematures or if there are associated 
complications of labour besides blood incompati- 
bility. Newborn jaundice brings to mind also 
toxoplasmosis and congenital syphilis which have 
already been mentioned, familial non-hemolytic ic- 
terus, congenital spherocytosis, leptospirosis, and 
jaundice produced by the administration of certain 
drugs in toxic amounts, especially to the newborn 
premature (e.g. vitamin K or Gantrisin). The blood 
typing service on premarital and pregnancy bloods 
in this province has undoubtedly alerted the pro- 
fession to the importance of hemolytic disease of 
the newborn as a potential cause of brain damage. 
As is the case with syphilis, there is a tendency to 
become complacent about the universality of such 
testing. Those of us who see the tragic sequelae of 
unsuspected, and untreated hemolytic disease, must 
continue to sound the alarm, so that precautionary 
measures are still routinely taken. The Rh-negative 
woman with the Rh-positive husband should be 
followed throughout every pregnancy, to determine 
whether or not she is developing a significant level 
of antibodies, and if it is rising. Her baby’s cord 
blood should be checked minutes after birth, and 
regularly thereafter, especially throughout the 
dangerous first two days. The experience here has 
been that adequate and early (and if necessary 
repeated) replacement transfusion is still the best 
means of preventing kernicterus. 

Since poisoning has become one of the major 
problems of paediatrics, I have chosen to refer 
to two poisons, which, not infrequently, produce 
encephalopathy. 

Lead poisoning may be of the acute or chronic 
form, the first usually the result of accidental in- 
gestion of lead salts or inhalation of fumes (as 
happened to one or two families in Winnipeg in 
1952, because of the use of battery casings as 4 
domestic fuel). The symptoms may be initiallv 
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nausea, vomiting and abdominal pain. More than 
one member of the family mentioned above was 
seen in our O.P.D. with periodic abdominal pain 
before the diagnosis of lead poisoning was finally 
made when one member of the family was admitted 
with encephalopathy. The chronic form of poison- 
ing is more likely to be associated with pica, which 
is said to give a higher correlation with increased 
levels of lead in blood than any other test, or mani- 
festation?*. One should make a practice of asking 
about the child’s tendency to eat materials other 
than food. This is especially important after the 
age of a year, when children can get into far more 
that is harmful to them, and when the tendency 
to put everything into the mouth is not a normal 
characteristic. Notably dangerous is the flaking 
paint on old houses, sometimes paint on pencils 
and certain coloured leads in pencils. Here the 
symptoms may be vague, with periodic weakness, 
irritability, loss of weight, pallor and anemia, 
anorexia, vague abdominal pain, and mild paresis. 
Besides the history of pica diagnostic help may be 
gained from the presence of a lead line on the 
gums, examination of blood smears for basophilic 
stippling of the red cells, X-rays showing increased 
density on the diaphyseal side of the epiphyseal 
line of long bones, elevation of urinary copropor- 
phyrin, and elevations in urine and blood lead. 
C.S.F. pressure and protein are commonly ele- 
vated, with cells rarely above 100. Nelson’ notes 
that one half of the children diagnosed as having 
lead poisoning, developed encephalitis, and of these 
a quarter die, and a quarter have permanent neuro- 
logical or mental sequelae. White and Fowler?® 
present a case report of a 3-year old, previously 
well, but for one month showing increasingly 
bizarre and autistic behaviour. They suggest that 
chronic lead encephalopathy must be considered in 
any child with manifestations suggestive of schizo- 
phrenia or degenerative disease of the central 
nervous system. The urinary coproporphyrin test 
is recommended as a simple, fast screening pro- 
cedure. Prognosis for normal mental development 
is poor, even, perhaps, following the adequate and 
repeated use of the organic chelating agent Cal- 
cium E.D.T.A. Inquiry regarding pica, co-operative 
effort with Public Health and social work agencies, 
to try to find better things for the child to do, and 
to remove him and his family from dangerous, 
readily available supplies of lead, are all important 
preventive measures. When acute encephalopathy 
is diagnosed, a neurosurgical consultation should be 
obtained early to consider extensive cranial decom- 
pression, perhaps preceded by the intravenous use 
of hypertonic urea solutions, to reduce damage due 
to cerebral swelling, until medical treatment can 
remove the toxin. Lead poisoning is a reportable 
disease in Baltimore?. Samples of paint from the 
home are analyzed for lead content, if this is found 
to be in excess of 1 per cent of the total weight the 
Owner is required to remove all paint within ten 


days or answer to the law. This plan, together with 
parent education and periodic follow-up visits by 
nurse and social worker, is reported to work fairly 
well. Unfortunately the group involved tend to 
move frequently and may very well find them- 
selves again in dangerous surroundings. 

Most instances of salicylate intoxication are 
dealt with promptly without the appearance of en- 
cephalopathy. However, this danger is suggested 
by the facts that from 1957 to 1959, 138 of 488 
children, seen for poisoning in our Emergency 
Clinic had ingested salicylate’, and in 1956, 18 per 
cent of fatal poisonings in the U.S.A. in children 
less than 5 years old, were due to salicylates. Any 
child admitted with hyperventilation, especially if 
he becomes unresponsive and areflexic, and has a 
normal temperature, should have a blood salicylate 
level regardless of whether or not the parents 
know of any ingestion of such poison. It has been 
suggested that where there appears to be mini- 
mal response to intravenous sodium bicarbonate, 
and fluids, the possibility of exchange trans- 
fusion, and/or extracorporeal hemodialysis should 
be considered?+. 

III. 

The importance of prenatal trauma or damage by 
other physical agents is extremely difficult to assess 
in retrospect. Eastman* suggests that two thirds 
of all cases of cerebral palsy are attributable to ob- 
stetrical factors. This may or may not be true. His 
program to try to prevent such cerebral palsy, 
could apply also to some types of mental retarda- 
tion without cerebral palsy. He emphasizes the 
importance of prevention of premature birth, and 
stresses rest for the expectant mother in the last 
trimester, especially if it is a mulitple gestation or 
there is a history of previous premature births. He 
suggests that bleeding, early in the pregnancy or 
later, may often be dealt with effectively, and 
pregnancy prolonged by using massive doses of 
long acting Progesterone (100-200 mgm. twice a 
week). Even in certain cases of bleeding from 
placenta previa he asserts that expectant manage- 
ment will sometimes make it possible to carry the 
pregnancy to term. He urges that the aim should 
always be for spontaneous delivery, and suggests 
that “operative delivery per vaginam” (mostly 
elective forceps) more than doubles the incidence 
of apnea neonatorum. (Breathing time of two 
minutes or more). 

Radiation of the developing foetus, or of the 
ovum in the small girl who will not produce chil- 
dren for twenty years, undoubtedly carries some 
risk to the brain of the unborn child. The risk from 
“fallout” and other non-medical sources of radia- 
tion is great enough that physicians should be in 
the forefront of the movement to ban the testing of 
weapons which produce it. The dangers of diag- 
nostic radiology are also being emphasized, fre- 
quently by radiologists. Caffey® urges protection of 
the developing human, because “foetuses, infants 
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and children are the most vulnerable of all humans 

to injury by ionizing, radiation.” He emphasizes 

that: 

1) roentgenologic examinations should be made 
only when there are good clinical indications 
(the reasonable probability that each individual 
patient will benefit personally each time he is 
irradiated) ; 
fluoroscopy should be done only when it provides 
useful information which cannot be obtained 
from adequate films; 
routine fluoroscopy of the chest should be dis- 
continued since proper films without fluoroscopy 
provide adequate information in almost all in- 
vestigations of heart and lungs; 
contrast studies with fluoroscopy of the alimen- 
tary tract should be restricted to cases in which 
the medical indications are clear; 
repeated fluoroscopy is neither desirable nor 
essential for following the progress of opaque 
foreign bodies through the alimentary tract; 
heavy exposures from fluoroscopy can be dimin- 
ished by 90 per cent by the replacement of 
standard fluoroscopes with image intensifiers 
(which before too long could replace standard 
fluoroscopes in all paediatric clinics) ; 
the dangers exceed the benefits of fluoroscopy as 
part of the physical examination in a paediatric 
office; 

8) gonad shields need not interfere with adequate 
visualization of many areas of the pelvis and 
the skeleton adjacent to it, even in the female. 

The only postnatal traumatic lesion that I will 
mention, is subdural hematoma. It will not be 
diagnosed unless suspected, especially in the first 
two years of life. Ingraham and Matson?” note that 
there is “no clinical picture characteristic of this 
lesion.” The signs and symptoms are, in order 
of frequency: convulsions, vomiting, irritability, 
fever, stupor, history of birth trauma or of other 
trauma. They feel that a further characteristic, 
just as important, is a “restless hyperirritability 
and resistance to being handled or examined.” 

The head may be slightly enlarged, with some 

bulging at the anterior fontanelle when the child 

is in the sitting position, and retinal hemorrhages 

are much more common than papilloedema. A 

very common picture in the early months is pre- 

sented by the infant who has been failing to 
gain, refusing feedings, seems pointlessly fretful, 
shows a low grade temperature, and perhaps 
slight enlargement of the head, with a history 
of difficult labour and delivery. Although other 
neurosurgeons may not agree with him, Matson 
continues to emphasize the importance of the sub- 
dural puncture to establish the diagnosis and mark 
the beginning of treatment. He suggests that once 
there is a positive finding, 10 to 15 ccs. of fluid 
should be removed from each side, with subsequent 
taps carried out daily on alternate sides. The baby’s 
clinical condition or evidence of rapid increase in 


intracranial pressure may make it necessary to do 
this more often, still not removing more than 20 ces, 
at a puncture. He suggests that a lumbar puncture 
be carried out at the time of diagnostic subdural 
tap, to establish the possibility of associated, sub- 
arachnoid bleeding. In reviewing our records of 
children who show cerebral palsy, and were alleged 
to have had subdural hematoma in infancy, I have 
been disturbed by the fact that very frequently 
there has been no examination (regarding protein, 
colour, or red cells) of the fluid removed, which 
may have been merely C.S.F. The subsequent 
neurosurgical follow-up on these children, and 
perhaps the subdural tapping too, is obviously the 
function of the neurosurgeon, and our function is 
usually fulfilled when we think of the condition, 
and recommend or carry out diagnostic, subdural 
taps. 

IV. 


The importance of disorders of metabolism, | 
growth or nutrition in paediatric neurology is in- | 


creasing. This is demonstrated by the fact that 


many of our residents, while they are with us, or | 


when they go elsewhere, seek special training in 
this field, with the hope that they too may discover 


the biochemical cause for some degenerative con- 7 


dition, previously thought to be untreatable. 
At the present time the only possible way of 
preventing Tay-Sach’s disease is through genetic 


counseling, the disease being transmitted by a/ 


single recessive gene. The fact that parents are 
carriers is apparent only when they have produced 
a child so affected. The possibility is of course 
greater with consanguinous marriages. Although 
the statistical probability is that one in four chil- 
dren will be involved, one would be loath to 
recommend further pregnancies to parents who 
have already produced one such child. 

The favourite example of an inherited disorder 
which can produce mental deterioration. is of 
course phenylketonuria. There is no purpose to be 


served in describing the clinical picture of this | 
condition, since, if the brain damage is to be” 
prevented, it must be diagnosed before there is — 
any detectable abnormality in development of the | 
child’. It is a recessive characteristic, carried by | 
about one per cent of the population, and the” 
incidence of the disease is about 1 in 25,000 of | 


the population. The abnormality appears to be 


a deficiency of phenylalanine hydroxylase, with | 
accumulation of high blood and spinal fluid levels of 


phenylalanine. Damage to the developing brain is 


because of this or because of interference with other | 


essential metabolic processes. Untreated, most of 
the children will be grossly mentally retarded. The 
diagnosis is best made by testing the urine for the 
presence of phenylpyruvic acid or, in the case of 
newborn siblings of known patients, by daily 
checking blood phenylalanine level from birth. 
Phenylpyruvic acid may not appear in the urine of 
the affected children until as late as five or si¥ 
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weeks, and is rarely present before the end of the 
first week, so that testing in the newborn nursery 
would be of no avail. All infants should have ferric 
chloride testing of a freshly wet diaper, some time 
during the first month of life, and this should be 
repeated at the six week check. Affected children 
are kept on a low phenylalanine diet with adequate 
control to keep the blood phenylalanine levels 
within the normal range, and to assure that other 
essential amino acids are in adequate concentration. 
There is considerable evidence now that children 
diagnosed before three months and so treated will 
develop normal intelligence. The care of an un- 
treated child in an institution in this area now 
costs more than $1,500 a year, so that, even from 
an economic point of view the investment in treat- 
ment is well worthwhile. The Provincial Health 
Department of Manitoba through its Division of 
Preventive Health Services is already assisting in 
the provision of dietary materials for three children 
under treatment. A definite policy has not yet been 
established but one can be reasonably confident 
that if diagnosis is made in the first three months 
of life, and evidence of financial need is obtained, 
adequate assistance to finance the provision of the 
materials will be given. A model program has now 
been established in the state of New York to protect 
the 20 affected children, born there annually’?. The 
dietary materials will be supplied for all children 
up to the age of 5, where financial circumstances are 
such that assistance is required. This program is 
centred at one of the State Institutions for Retarded 
Children, under the direction of Dr. George Jervis 
who is a pioneer in the field. The general medical 
supervision of the patient is usually in the hands 
of the family physician, and supporting laboratory 
services will be provided wherever requested. 

Blood phenylalanine assessment is not yet avail- 
able in Manitoba. We must send blood to the 
University Hospital in Saskatoon. It is essential that 
this service be provided close at hand, especially if 
we are to make early diagnosis in the newborn 
sibling of an affected patient. 

Other disorders of protein metabolism are being 
described almost monthly2!. As yet the relationship 
between the disorder of metabolism, and the brain 
abnormality has not been clarified, nor has any 
specific treatment been developed for any of them. 
These conditions are usually characterized by the 
excretion of abnormal amounts and/or types of 
amino acids in the urine. It is important to arrange 
for such examination in the case of any child who 
shows bizarre and deteriorating behaviour, or, if he 
has a siblings with similar disturbance — mainly 
with a view to treatment of future siblings if and 
when such treatment becomes available. 

An important, though rare, disorder of carbo- 
hydrate metabolism has already been referred to 
in the newborn period. This condition, galactosemia, 
is characterized by an inability to convert galactose 
to glucose in a normal manner. Hsia‘ notes that 


only about 75 cases have been reported from all 
over the world. It is transmitted as an autosomal 
recessive, and has been noted among siblings in 
about half of the families reported. The expected 
incidence in siblings in a family is one in four. The 
babies seem to be normal at birth, and then after 
a few days of milk feeding they begin to vomit, are 
lethargic, fail to gain, the liver becomes enlarged, 
and there is jaundice. If they survive without 
treatment, even by three months of age, they are 
obviously malnourished and dwarfed, with catar- 
acts and mental retardation. This condition should 
be suspected in any child presenting such abnor- 
malities in the first week of life, and diagnosis may 
be confirmed by detecting galactose in the urine, 
or galactose levels in the blood. It is important to 
realize that a urinary test material which makes 
use of glucosase (e.g. Tes-Tape Lilly) will not pick 
up galactose in the urine. Although treatment is 
not as simple as it sounds, in essence it involves 
witholding all milk and milk products, and substi- 
tuting materials such as protein hydrolysates, meat- 
milk or soy bean preparations. Apparently as the 
child gets older, he can tolerate small amounts of 
milk products. 

Idiopathic, spontaneous hypoglycemosis was first 
described by McQuarrie, in 1954. Although it is 
rare, it should be considered in any child, especially 
under 2 years, who shows chronic recurrent fatigue, 
weakness, flushing, sweating, speech and visual 
disturbances, especially if associated with inco- 
ordination, tremor, fainting, convulsions or un- 
consciousness. If unrecognized and untreated, there 
is inevitable brain damage. The mechanism is un- 
certain and the likelihood that it is not a single 
clinical entity is well covered in a recent review’. 
There is a response in some cases to A.C.T.H. or 
Cortisone. The diagnosis is aided by discovering 
an oral glucose tolerance test which is flat or dia- 
betic in type, usually eventually going below 30 or 
40 milligrams per 100 cc., an unusual sensitivity to 
insulin, but a normal adrenaline response. It must 
be differentiated from true hyperinsulinism, hypo- 
function of pituitary or thyroid, and Von Goerke’s 
disease (or glycogenosis). Adequate corticotropin 
or steroid therapy is used hopefully, and in some 
instances serious brain damage is prevented. 

Hypothyroidism was at one time considered the 
only treatable, non-surgical non-infectious condi- 
tion, causing mental retardation. Even cretinism is 
getting complicated, and it now appears that there 
are many different disturbances resulting in inade- 
quate production of thyroid hormone. Replacement 
therapy with thyroid, in a child, diagnosed early, 
can promote normal physical growth, but one can 
never guarantee that intellectual development will 
be comparable. Diagnosis is rarely made in the 
first few weeks, and this has been explained on the 
basis of transplacental transfer of maternal hor- 
mone but is more likely due to the vague, non- 
specific nature of the early symptoms produced by 
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the deficiency. These initially are pallor, constipa- 
tion, dry skin, often prolonged physiological jaun- 
dice, and a greater than average birthweight. Later 
the child is noted to be slow and disinterested in 
feeding, to be quiet and cry rarely, to sleep a good 
deal, with poor appetite, constipation, subnormal 
temperature, and slow growth. The physical char- 
acteristics of the cretin are well known. It is alse 
well known that certain laboratory and X-ray pro- 
cedures facilitate the diagnosis, including markedly 
retarded bone age, epiphyseal dysgenesis, blood 
cholesterol which may go as high as 600 mgms. per 
100 ces., P.B.I. and B.E.I. usually less than 2 gamma 
per 100 ccs., and an [131 uptake less than 10 per 
cent in 24 hours. Byers‘ notes “since treatment 
must be continued for life, proper diagnostic evi- 
dence should always be in the hands of the parents, 
and later the patient, in the form of a written blood 
iodine level, photograph of the baby and X-ray 
study of the wrists before and after treatment.” 
This procedure should also make physicians more 
careful about the haphazard use of thyroid—“just 
in case.” 

It also appears that there is no standard dosage 
of desiccated thyroid or 1-thyroxin appropriate for 
one child. Dosage should be begun with desiccated 
thyroid, 15 mgms. a day, or 1-thyroxin, 0.1 mgm. 
daily, and increasing until serum protein bound io- 
dine level is between 7 and 10 micrograms per 100 
cces., and bone age is kept slightly ahead of chrono- 
logical age. Only in this way can maximum mental 
as well as physical development be assured. 


Regretfully one must refer to the possibility of 
iatrogenic disturbance because of inadequate or 
inappropriate fluid therapy in cases if dehydration 
for any cause. We have seen more than one child, 
seriously brain damaged, and mentally defective, 
presumably because of water intoxication, hyper- 
natremia, or cortical sinus thrombosis secondary to 
dehydration from diarrhoea. In each case the per- 
manent damage might have been prevented had 
therapy been prompt and adequate. 


One other nutritional or metabolic disturbance 
will be mentioned, namely idiopathic hypercal- 
cemia. This seems to be more common in Britain 
than it is in this country13. It should be considered 
in any child who in the first year shows vomiting 
and anorexia, hypotonia, inadequate weight gain, 
and perhaps polyuria and polydipsia. For some 
reason these children seem to have a characteristic 
facial appearance, described as “elfin,” with low-set 
ears, a thick upper lip, and prominent epicanthic 
folds. Serum calcium is found to be as high as 18 
mgms. per 100 ccs., phosphate is usually normal, 
the serum alkaline phosphatase normal or low, the 
urinary calcium normal or slightly elevated. Bone 
X-rays may be normal or show increased density at 
the ends of the long bones. The so-called benign 
form may spontaneously recover. The severe form 
goes on to show osteosclerosis, albuminuria, renal 


failure, and persistent mental retardation. The 
etiology is not known, although in some instances 
the possibility of an idiosyncrasy to vitamin-D is 
suggested. For this reason treatment is usually 
dietary, with omission of vitamin-D, and possibly 
the restriction of calcium intake. 

Vv. 

The fifth group is made up of disturbances which 
can be related to new growth. Treatment of such 
conditions is almost invariably neurosurgical. The 
early changes produced by intracranial neoplasm 
vary somewhat with age'*. If an infant, he may 
very well seem normal during the first few weeks 
or months of life, then normal development seems 
to stop or regress, there is restlessness, irritability 
and poor feeding, often associated with persistent 
vomiting and unexplained fever. By this time 
definite enlargement of the head may be apparent. 
Suspicion may be aroused when its circumference 
is compared with what can be considered normal 
for the age, the chest circumference, and the crown- 
rump measure. With the older child although the 
skull bones are not fused, increased intracranial 
pressure is more likely to be evidenced by head- 
ache, nausea, vomiting and papilloedema. Infraten- 
torial tumours may initially produce only change in 
disposition, associated with gradual alteration in 
gait. Supratentorial lesions are more apt to pro- 
duce focal neurological signs, alterations in motor 
function (sensory changes being more difficult to 
detect). Although headache is a frequent initial 
complaint, vomiting is an uncommon symptom 
until late in the disease but convulsions may appear. 
In children older than 10 “the diagnostic criteria 
of intracranial tumour are comparable to those in 
adults”’1s, 

VI. 

The three conditions due to “unknown prenatal 
influences,” which can produce mental retardation, 
and which may be in some way preventable, are 
craniosynostosis, hydrocephalus, and mongolism. 

Craniosynostosis means premature obliteration of 
one or more of the cranial sutures. This condition 
is especially damaging to the brain, and appearance, 
with occurrence before birth. Normally firm fibrous 
union between the cranial bones usually occurs by 
the fifth or sixth month of life, but solid bony union 
is not completed until the sixth to eighth decade"’. 
The cause of this condition is not known. It is 


thought to be genetic because of its frequent J 


occurrence in siblings in successive generations, its 
greater incidence in males, and the common asso- 
ciation of other congenital abnormalities such as 
syndactylism. Skull X-ray is essential for any child 
who in the first two or three months of life shows 
a persistence of abnormal head shape (which per- 
haps initially was thought to have been due to 
moulding) or a relatively small head, especially if 
there is associated exophthalmos, facial abnormal- 
ity and syndactylism. He should have the benefit 
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of neurosurgical consultation if skull X-ray shows 
obliteration of one or more sutures. The surgical 
procedure, craniectomy, is described in articles and 
monographs, devoted to the subject!*. Polyethylene 
film or other material is usually applied to the bone 
edge of the surgically produced sutures to retard 
the regeneration of bone, characteristic of the very 
young child. The brain increases by about 135 per 
cent in weight in the first year of life (during which 
time the head circumference increases by half 
the total amount it shows throughout life), hence 
the importance of early and effective surgical 
treatment. 

It is commonly stated that there are three pos- 
sible mechanisms responsible for the development 
of hydrocephalus: overproduction of C.S.F., defec- 
tive absorption, obstruction in the C.S.F. pathways. 

Obstruction appears to be by far the most im- 
portant. In a recent review?? it is suggested that 
the terms “obstructive,” and “communicating” be 
discarded and replaced with a more accurate de- 
scription of the site and nature of the obstruction, 
especially as to whether it is intra- or extraventri- 
cular. There are three major causes of obstruction: 
neoplasm (which has already been discussed), con- 
genital malformations (which include the Arnold- 
Chiari hind brain anomaly, stenosis, or “forking” 
of the aqueduct of Sylvius, and congenital septa or 
membranes, especially around the outlets of the 
fourth ventricle) and the most frequent cause which 
appears to be post-inflammatory or post-traumatic 
obstruction of the basillary cisterns, particularly in 
the region of the tentorium cerebri. Presumably this 
last is the result of intracranial bleeding at the time 
of an otherwise normal birth, or (often unrecog- 
nized) prenatal or early postnatal meningitis. If 
mental retardation is to be prevented, there must be 
early diagnosis and appropriate treatment by a 
method to be decided by a neurosurgeon, based on 
specific diagnostic studies. Besides noting actual 
head size, and comparing it with normals for the age, 
and chest circumference, there should be repeated 
observation of the rate of head growth, and 
measurements of the anterior fontanelle. Active 
hydrocephalus does not occur in conjunction with 
a closing fontanelle, and if the fontanelle is enlarg- 
ing from month to month, the infant will have 
increased pressure, and further investigations are 
warranted. Special diagnostic studies are designed 
not only to note the site of obstruction, but also to 
rule out the possibility of chronic subdural hema- 
toma or assist with the localization of a neoplasm, 
which may be successfully excised. It has been 
stated1* that almost fifty per cent of the children 
with hydrocephalus who do not die in the first few 
months, will show spontaneous arrest, and almost 
half of these may subsequently prove to be edu- 
cable. However, surgical therapy (even in its 
present developing stage), should be considered, if 
maximum intellectual and cosmetic salvage is to 
be obtained. The actual operative procedure to be 


employed will depend on the exact details of the 
hydrocephalus and the combined experience of the 
individual or group undertaking therapy. 

Mongolism has come to renewed prominence 
because of the possible significance in its etiology 
of the fact that such children have 47 chromosomes 
instead of the normal 46. Warkany* concludes his 
summary of a conference on this subject (held in 
Cincinnati, in October 1959): “although 39 theories 
of the past will now, probably, be replaced by over 
40 new theories on mongolism, there can be no 
doubt that the discovery of an extra chromosome 
in the cells of mongols will completely change the 
direction of etiological research in this area, and 
will stimulate the development of many new ap- 
proaches towards the understanding of the disease.” 
The important fact that is known, that has a bear- 
ing on the prevention of mental retardation, is that 
although the overall incidence of mongolism in the 
population is about 1 in every 500 births; if the 
maternal age is over 45, the incidence is increased 
to 1 in 60. Oster?° has stated that the incidence 
would be reduced by 30 per cent if there were no 
pregnancies after the age of 40 years. 


VII. 

The seventh group, with structural abnormalities 
but of unknown cause, are not preventable except 
in some instances when genetic counselling can be 
helpful. 

VIII. 

The final group which includes so-called psycho- 
genic mental retardation, will be mentioned without 
any detailed discussion, since it merits a paper 
of its own'’. However, organic and psychological 
causes should be considered together, just as is the 
case in the investigation of any other disease, and 
in the formulation of any plan for its treatment. 
Undoubtedly environmental deprivation, especially 
in the early months and years, can have a seriously 
damaging effect on the functioning of the indi- 
vidual. In this group one must consider sensory 
impairment such as blindness and deafness, in any 
study of a retarded individual. Early recognition 
of such sensory impairment, and adjustment in 
handling accordingly are of course basic preventive 
measures. Finally, the physician, in his professional 
role, and as a member of society must see that 
children, especially the very young, are not exposed 
to emotional neglect. 


Summary 

This has been an outline of mental retardation 
from the point of view of preventable causes. The 
definition of mental retardation and its classifica- 
tion are taken from the manual on Terminology and 
Classification, prepared for the American Associa- 
tion on Mental Deficiency’, and published in 1959. 
It is recognized that a large proportion of the men- 
tally retarded group is so handicapped for reasons 
which are not understood, and not preventable, 
or both. Recent developments in this field have 
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demonstrated that a certain number of conditions, 
previously thought to be “idiopathic” are due to 
preventable causes. The practising physician’s func- 
tion is to recognize, if possible before brain damage 
has occurred, those conditions which are treatable. 
The role of the researcher is to continue to investi- 
gate those conditions whose etiology is unknown, 
with a view to discovering means of prevention. 
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Notes on Surgery of the Hand 
Donald R. Pratt, M.D.* 


Soft tissue injuries of the hand and forearm 
generally result in considerable disability, either 
the temporary disability that causes loss of time 
from work or the deformity and loss of function 
which are permanently disabling. Special attention 
to primary care can often considerably reduce per- 
manent disability. 

The soft tissues of the hand provide cover of 
various types, including tactile and nerve elements 
supplying sensation, and afford motion to the digits 
resulting in prehension. Dealing with injuries to 
the hands requires a detailed knowledge of specific 
regional anatomy and a crisp conception of ortho- 
pedic, neurosurgical, and plastic specialty problems. 

Successful primary reparative surgical treatment 
of an injured hand depends on reactionless healing. 
It is important to appreciate the differences be- 
tween lacerated wounds and crushed wounds of the 
hand, to evaluate the individual problem and to 
elect either immediate primary or delayed primary 
repair of the injured tendons and nerves in the soft 
tissues of the extremity. 

In hand injuries, as in other fields of medicine 
and surgery, the history and physical examination 
and evaluation of the injury are often the most 
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Winnipeg, Man., May, 4 
“Assistant Clinical Professor Orthopedic Surgery (Hand) 
University of California Medical School, San Francisco, and 
Assistant Clinical Professor of Surgery (Hand) Stanford 
Medical School, Palo Aito, California. 


important phase of total management. 

In the physical examination, one determines the 
type of wound and degree of damage (viability of 
tissues remaining) and structures involved. The 
actual wound is best not actually explored at this 
time. Gross deformity is caused by fractures and 
dislocations; loss of motion and abnormal posture 
and stance of the digits results from tendon 


damage. Anesthesia and paralysis are caused by | 


nerve injuries. Also, the general examination of the 
patient should not be overlooked. 

Good records are particularly important in hand 
injuries where compensation or other medico-lega! 
proceedings may require written statements from 
the attending physician. 

Management of the injured hand 

In undertaking the surgical repair of hand injur- 
ies, it is well to remember that operating room 
facilities may be required even for seemingly minor 
procedures. A stationary arm board and tourniquet 
are always used. General anesthesia is required 
in the most severe hand injuries. Block anesthesia 
is generally satisfactory. Brachial plexus, digital 
blocks and local infiltration are to be avoided. 
Immediate primary repair 

In order to minimize the reaction of wound heal- 
ing and operative trauma, and to avoid spreading 
contamination, it is often desirable to carry out 
local cleansing and debridement of the wound and 
to close the clean wound with skin sutures and 
delay the repair of deeper structures for several! 
weeks. 
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Factors in the decision to perform immediate 
primary repair of the deep structures include the 
time interval since injury, the degree of injury and 
contamination, the kind of emergency care, the 
general condition of the patient and the surgeon’s 
experience and facilities available. 

Perform the primary repair if: 1) interval since 
injury is short, preferably not more than two or 
three hours; 2) degree of injury is slight; 3) con- 
tamination is minimal; 4) patient’s condition is 
good; 5) surgeon’s experience with hand problems 
is adequate, and 6) facilities are available. 
General surgical principles 

Before surgery protect the wound from further 
contamination; splint and wrap with stockinette 
or non-elastic ace bandage to avoid further trauma, 
bleeding or edema. 

In the operating room: Cleanse thoroughly; de- 
bride accurately; inspect in detail; obtain adequate 
surgical exposure in order to minimize trauma and 
to identify and repair damaged structures. Wound 
extensions and accessory incisions must be along 
proper skin boulevards. It is important to avoid 
T-scars and wounds that may cause flexion con- 
tractures or jeopardize circulation of surrounding 
tissues. Hemostasis is important. 

Method for wound closure 

Close the wound without tension on skin edges. 
It is better to cover an elliptical portion of the end 
of the wound with a split skin graft rather than to 
close the wound under tension. Many times a full 
thickness local skin flap can be advanced or rotated 
and the adjacent donor site covered with split skin 
graft. This is an important factor not only in 
getting primary wound healing, but in covering 
exposed deeper structures such as tendons, nerves, 
bones and even joints. 

Dressings: Polymyxin bacitracin ointment gauze, 
scarlet red ointment gauze or neocortef ointment 
are dressings of choice. Large protective massive 
fluff dressings are applied and immobilization is 
accomplished with light plaster slabs in either the 
position of function or a special desired position. 
Avoid circular plaster. Tetanus immunization—use 
tetanus toxoid booster or tetanus antitoxin. 
General Postoperative Measures 

Elevate with the hand on pillows; avoid frequent 
dressing changes; start active exercises as soon as 
wound healing or the repaired deeper structures 
permit. (Tendons are supported for 3 to 4 weeks; 
nerves for 4 weeks or more). Active, voluntary 
exercises are important. Passive physical therapy 
(passive stretching, forceful manipulation, depen- 
dent hot soaks) is of no value and may be harmful 
since it causes pain, swelling, stiffness and irrepar- 
able damage to healing tissues. 

Tendon Injuries 

The diagnosis of tendon injury is made on the 
basis of loss of voluntary motion of a specific joint 
and the abnormal stance or position of the involved 
finger or finger segment. The object of repair is to 
re-establish the continuity of the tendon in order 


to restore voluntary motion and strength to the 
part. The gliding ability of the tendon should be 
maintained by handling the tendons gently, and by 
preserving the tendon sheath or gliding surface. 
With “tidy” lacerated wounds, cut tendons and 
nerves are frequent. With crushing wounds, untidy 
type, skin damage and fractures are frequent. One 
can carry out primary repair of the lacerated 
wounds more satisfactorily than the crushing 
wounds, and the time interval for deeper structure 
repair is longer. 
Extensor Tendons 

Repair is usually accomplished without additional 
exposure, and with the minimum suture material. 
The fingers and wrist are splinted in extension, and 
voluntary exercise is started upon removal of the 
splint, generally in four weeks. Tendons in the 
forearm, dorsum of the hand and base of the thumb 
are approximated with braided buried wire. On 
the dorsum of the thumb or fingers, a simple figure- 
of-eight suture of monofilament No. 34 stainless 
steel is indicated; on the terminal phalanx a pull- 
out suture of the Bunnell type is recommended. 
Flexor Tendons 

Division or rupture of the long flexor tendon of 
the thumb, the profundus tendons of the fingers 
or the flexors of the wrist, should be treated by 
primary suture. The repair of the cut flexor tendons 
in the proximal segment of the finger presents 
considerable technical difficulties and should be 
undertaken only by a surgeon with special training 
in hand surgery. The tendon sheath and pulley 
should be slit and the ends of the tendon approxi- 
mated atraumatically with a minimal of mechanical 
handling, the use of stainless steel wire suture, 
placed as a withdrawable suture, after the tech- 
nique of Bunnell. Recovering the flexor tendon 
ends generally requires additional exposure. Ten- 
don ends in the forearm and palm may be sutured 
with a braided buried wire, while in the digital 
sheath monofilament No. 34 removable suture is 
used. In the proximal segment of the finger, the 
sublimis tendon should be removed and only one 
tendon repaired. Splint with only the wrist flexed 
for three weeks, followed by active exercise. A 
temporary disability of six weeks is expected. 
Nerve Damage 

It is essential to preserve nerve function in 
the forearm and hand, since the hand is of little 
functional value if sensory perception and motor 
function of the fingers are lost. Any of the nerve 
trunks in the forearm, palm and along the volar 
aspect of the thumb or fingers, up to the flexion 
crease of the distal joints of the digits, are large 
enough to be found and repaired. Cut ends are 
resected and accurately approximated with inter- 
rupted fine No. 7-0 black silk sutures in the nerve 
sheath. The adjacent joints are splinted for four 
weeks. The prognosis is good. 
Burns 

Small superficial burns of the hand may be 
treated in the out-patient department or office. 
Extensive burns should be treated in the hospita! 
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where aseptic technique can be controlled and 
supportive measures instituted as indicated. 

Definitive surgical treatment: The eschar method 
is not used in treatment of hand burns. Exposure 
method has an advantage of permitting exercise 
and is limited to surface burns. Occlusive dressing 
method is the most satisfactory method for treat- 
ing hand burns. The surrounding areas and burn 
are cleansed with soap and water or phisohex. 
Anesthesia may be required. Devitalized tissue is 
removed; moderate pressure dressings are applied 
under aseptic technique. Early skin grafting, if 
necessary; supportive chemotherapy, if local cul- 
tures or sensitivity tests indicate. 
Joint Injuries 

Contusion or crush injuries frequently result in 
sprain or dislocation of the joints of the digits. 
These injuries often do not receive the attention 
they deserve. The damage to the soft tissues about 
a digital joint may ultimately result in edema, joint 
stiffness, and persistent deformity, sometimes in 
the position of malfunction. A sprain represents 
an injury to a ligament or the joint capsule. Finger 
sprains or finger joint dislocations are associated 
with considerable soft tissue damage which should 
not be treated until after x-ray studies have been 
completed. Reduced dislocations and sprains re- 
quire efficient immobilization throughout healing. 
Interarticular injection of steroids is of value in 
reducing soft tissue reaction. 
Fractures 

The general principles of fracture treatment are 
indicated, and apply as well to fractures of the 
bones of the hand as to other types of fractures. 
The following special aspects must also be borne in 
mind; supportive immobilization to protect the 
injured bony structures from further displacement 
and to prevent additional damage to the adjacent 
soft tissues, as first aid. Block anesthesia and pneu- 
matic tourniquet for the reduction; the normal 
framework of the hand with the thumb and fingers 
in the position of function, must be restored to 
permit satisfactory healing, prevent deformity and 
maintain normal tendon leverage and muscle bal- 
ance. Position of function is important. Most hand 
fractures can be reduced with gentle manual 
traction, pressure, molding manipulation, and main- 
tenance of the reduced position by appropriate 
immobilization. A light form-fitting plaster casing 
on the dorsal and volar aspects is generally used. 
Traction immobilization is seldom recommended. 
Do not use banjo traction. Unstable or compound 
fractures may require direct internal fixation by 
Kirschner wires. Occasionally, open reduction may 
be necessary. The hand is prone to edema and 
stiffness. Do not immobilize the distal joints or 
uninjured adjacent joints unnecessarily. Voluntary 
exercises should be started on healing. 
Infections of the Hand 

Although minor infections of the hand are still 
frequently seen in clinical practice, severe infec- 


tions leading to permanent disability have been 
considerably reduced in recent years by greater 
emphasis on appropriate early care, increasing 
knowledge of surgical anatomy, and the availability 
of topical and systemic anti-infective agents. Signs 
and symptoms depend on the tissues, areas in- 
volved, the most common being as follows: pain, 


tenderness, swelling, immobility of part due to pain | 


and swelling, and, at times, systemic symptoms of 
infection. 
Anatomical Classifications: 
A. Localized pyogenic infections. 
B. Infections spreading by tendon sheath 
and fascial spaces. 
C. Lymphatics, lymphangitis and diffuse 
cellulitis. 
D. Pyogenic infections of bone and joints. 
E. Chronic nonpyogenic infections. 
General Principles of Management: Supportive 
measures, elevation, bed rest, splinting in the posi- 


tion of function, antibiotic and chemotherapeutic § 


agents, lukewarm compresses, treatment of any 
associated systemic disease. Do not operate unless 
indications are clear. Do no “look-see’ surgery. 

Surgical Drainage: Operations should be per- 
formed under general anesthesia and a pneumatic 
tourniquet. Care should be taken to avoid unneces- 
sary incisions or injuring nerve, blood vessels, ten- 
dons, joints or tendon sheaths. Exposure should be 
wide enough to permit adequate drainage and loose 
wick packing. The packing is then changed in four 
days and daily thereafter until healing of the depths 
of the wound. Moist dressings of normal saline or 
Bunnell’s solution are applied and the part splinted. 
After subsidence of pain and swelling, voluntary 
exercises may be instituted. 


Amputations 

Removal of a portion of a digit may be neces- 
sitated by extensive crush injury to the tissues or 
from loss of adequate blood supply to the part, due 
to any cause. The surgical objective of amputation 


in the hand is to preserve as much of the digits as [ 


possible and yet provide satisfactory skin cover. 
The level at which amputation is performed is 
influenced by the degree of damage, the age and 
occupation of the patient and the digit involved. 

Indications for Amputation: Acute trauma, in- 
fections, burns, tumors, peripheral vascular disease 
and deformities with non-function. 


General Considerations: Viable tissue should not | 


be resected; restore maximum function with as 
good a cosmetic result as can be achieved; provide 
well-padded, non-tender stump with adequate skin 
cover; avoid dog-ears; trim the digital nerves back: 
remove the tendons over the stump. For traumatic 
amputations of the tip: split skin graft or Wolfe 
graft from the elbow is quite satisfactory. Cross 
finger flaps should be reserved for the hand surgeon. 
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Complications of Oesophageal 
Hiatus Hernia 
C. M. Burns, M.D. 


An oesophageal hiatus hernia may give rise to 
serious complications in any age group from in- 
fancy to old age. 

Hiatus hernias may produce the following serious 
complications: 

1. oesophagitis may progress to cicatrix and 

stricture. 

2. occult bleeding with chronic microcytic anemia 

to massive upper gastro-intestinal hemorrhage. 

3. gastric ulcer with its complications of 

perforation 
hemorrhage 
malignancy. 

The following cases are briefly outlined to illus- 
trate some of the above complications. 

Case I 
Oesophageal stricture. 

Baby L. B., age 1 year. This infant was admitted 
to the Children’s Hospital primarily as a feeding 
problem with persistent vomiting and failure to 
gain weight. Investigation by barium study and 
oesophagoscopy, revealed a sliding hiatus hernia 
and oesophageal stricture. The stricture was.dilated 
and the child treated vigorously with antacids, 
maintaining the upright position when sleeping, 
and dietary supplement. A trans-thoracic repair 
of the hernia, taking care to restore oesophago- 
gastric competence, has resulted in a healthy. grow- 
ing child with no recurrent complete stricture or 
oesophagitis. 

Case II 
Occult bleeding 

Miss A. B., 65 years. Miss B. was treated at the 
Winnipeg General Hospital on two occasions in the 
previous two years for severe hypochromic micro- 
cytic anemia with occult blood in the stool. On both 


occasions she was found to have no abnormality of | 


her gastrointestinal tract other than an asymptom- 
atic sliding hiatus hernia. On this admission she 
was oesophagoscoped and found to have ocesopha- 
gitis which readily oozed blood on passing a bougie. 
She underwent trans-thoracic repair of the hiatus 
hernia with great care being taken to restore 
oesophago-gastric competence. She has been fol- 
lowed for three years at regular intervals and has 
suffered no recurrence of anemia nor evidence of 
recurrent hernia on barium study. 
Case III 

Massive hemorrhage 

Mrs. D. J., age 45. In December of 1957, this 
woman had a massive upper gastro - intestinal] 


hemorrhage which stopped spontaneously. The 
source remained unknown. She also gave a history 
of “angina-like pain” which not infrequently oc- 
curred following meals or with heavy lifting, or on 
lying down. 


In October 1958 she had another massive upper 
gastro hemorrhage which did not stop spontaneously 
and was associated with persisting shock over 18 
hours despite five blood transfusions. A barium 
study revealed a sliding hiatus hernia. Oesophago- 
scopy showed active arterial hemorrhage from a 
gastric ulcer in the herniated portion of stomach. 
A Blakemore bag was passed, inflated, and 1 Ib. 
traction exerted on the tube for 24 hrs. This con- 
trolled her hemorrhage but greatly aggravated her 
“angina-like” pain. This latter symptom was im- 
mediately relieved on releasing the traction on the 
Blakemore bag. 


She was treated conservatively for oesophagitis 
and gastric ulcer in the herniated stomach. She 
underwent trans-thoracic repair of the Hiatus Her- 
nia with the usual steps being taken to prevent 
gastro-oesophageal reflux. 


Some two years later, there has been no recur- 
rence of hemorrhage, anemia, hernia, angina or 
reflux. 


Case IV 
Gastric ulcer and perforation. 

Mr. J.T., 55 years. Mr. T. was admitted to the 
Toronto General Hospital in severe distress because 
of a right spontaneous tension pneumothorax. This 
appeared to be giving him far more -pain than is 
usually noted in such a situation. A ruptured 
oesophagus was suspected even although it usually 
occurs into the left hemithorax. After insertion of 
an intercostal catheter our suspicions were further 
aroused as some particulate matter was noted in 
the drainage bottle. The patient was given a drink 
of water containing methylene blue. Within 30 
seconds this blue dye was noted in the chest drain- 
age bottle. As the patient was in the anaesthetic 
room he was promptly anaesthetized, and through 
a right thoracotomy a perforated chronic gastric 
ulcer in the herniated portion of stomach of a 
sliding hiatus hernia was discovered. The perfora- 
tion was closed and the chest drained. Three months 
later, the hiatus hernia was repaired. He enjoyed 
an uneventful recovery. 


This series of cases is presented to emphasize the 
complications of hiatus hernia. The author is well 
aware of the fact that most hiatus hernias can 
be managed by conservative means. However, in 
cases where symptoms persist despite conserva- 
tive treatment, one is well advised to beware of 
complications. 
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Primary Carcinoma of the Liver 
in Childhood 


Case Report and Brief Review 
J. T. MacDougall, A. C. Abbott and T. A. Goodhand 


Primary carcinoma of the liver in childhood is a 
rare disease and no known 5-year survivors can be 
found in the literature. There is no obvious or 
known carcinogenic agent or antecedent except in 
the few cases in childhood where the disease has 
followed upon cirrhosis of the liver. Indeed cases 
of congenital carcinoma of the liver have been 
reported. 

This is in marked contrast to the picture in 
adults, where 60-90% of carcinomas of the liver are 
associated with Laennec’s cirrhosis. This of course 
is not the only agent concerned in the incidence 
of the disease in adults, since there are marked 
differences in incidence in patients of different 
races living in the same environment. 

The analysis of 48,900 consecutive autopsies at 
the Los Angeles County Hospital was as follows... 

Number With Number With 
Cirrhosis Carcinoma Percentage 
Caucasians 1,087 37 3.4 
PI etvnitcicceanctpwantiionne 131 4 3.0 
EST aces 55 8 14.5 
SEES oe 24 8 33.3 
A.F.1.P. Sec. Vil, Fascicle 25, Page 33! 

The total incidence of primary carcinoma of the 
liver in adults and children is given as 0.219% in 
North America and Europe, and as 1.05% in Asia 
and Africa. 

By far the greater number of carcinomas of the 
liver occur in adults, with a greater incidence in 
males. In comparison, the number of cases seen in 
childhood is small. Nevertheless, carcinoma of the 
liver is the most common carcinoma of infancy and 
childhood. These tumours in children differ both 
clinically and histologically from those seen in 
adults. 

1. They occur predominantly in males. 

2. Comparatively few are reported from countries 
where carcinoma of the liver is common in 
adults. 

. They are nearly all of the liver cell type, bile 
duct carcinoma being very rare. (3 cases— 
Bigelow and Wright). 

. Mineral and lipid metabolism may rarely be 
upset, and osteomalacia and increase in blood 
lipids may occur. 

The fact that more than 50% of the cases occur 
in the first two years of life suggests a pre-natal 
influence. 

Classification 

The variety of tissues in the liver, together 
with the complex metabolic processes taking place 
there make the possible types of tumour forma- 
tion multiple and varied. The simplest form of 
classification is... 


A. Primary 
1, Benign. 
2. Malignant—Liver Cell Tumours. 
Bile Duct Tumours. 
Mixed Liver and Bile Cell 
Tumours. 
B. Secondary. 
Metastatic Disease, Lymphomas, Etc. 

Eggel classifies malignant liver cell tumours 
grossly as massive, diffuse, or nodular. 23% are 
massive; 12% are diffuse and characterized by 
slow growth associated with cirrhosis, and 64% are 
nodular and characterized by degeneration and 
necrosis. 

Secondaries are found outside the liver in 
27.2% of cases. Spread is by intravenous extension 
through the intra-hepatic radicles of the portal 
vein, and may produce thrombosis of the portal 
system. Occasionally spread may occur by the 


hepatic branches, and tumour thrombi may even | 


extend into the inferior vena cava. The presence 
of distended hepatic radicles filled with tumour 
cells is almost pathognomonic of liver carcinoma. 


Routes and Sites of Metastases of Liver Cell Carcinoma 
Via Via Via Via 
Hepatic Vein Portal Vein Peri Lymphati 
Lungs Pancreas Pelvic Cavity Periportal Nodes 
Pleura Spleen Peripancreatic Nodes 
Bone Vertebra Retroperitoneal Nodes 
Adrenals Falciform Ligt. 

Umbilical area Periaortic Nodes 

Brain Tracheobronchial Nodes 
Myocardium 





Clinically, more than 50% of cases occur in chil- 
dren before the age of 2 years. Occasionally the 
onset of symptoms and signs may be sudden with 
pain, anorexia, and rapid swelling of the upper 
abdomen. More often, the onset is insidious, with 
upper abdominal swelling being the only sign, and 
no symptoms being noted until the condition has 


existed for some time. Symptoms are not diag- F 


nostic. The child may complain of pain, and there 
may be disturbances of nutrition. Jaundice is seen 
in only 6.5% of cases. Ascites is rarely seen. The 
development of a palpable mass with the character- 
istics of a liver mass is the only sign. The onset of 
ravid degeneration and necrosis with rupture of the 
affected tumour area may produce intra-peritoneal 
hemorrhage with the signs of peritonitis. 


The difficulty of accurate preoperative diagnosis a 
is emphasized by Steiner?, who noted 75 different © 


diagnoses in reviewing 105 cases under the age 
of 16 years. Conditions which must be considered 
are: Sarcoma, secondary neuroblastoma, adenomas, 
mixed tumour, Hodgkin’s disease, vascular abnor- 
malities, congenital cysts, leukemias, and inflam- 
matory enlargements. 

Liver biopsy by means of percutaneous needling 
is fraught with difficulty for the pathologist, be- 
cause of the complexity of the tumours in this area 
and is not without danger to the child. 
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Consequently in the presence of a liver mass and 
clinical course as outlined above, laparotomy is 
indicated both for diagnosis and treatment. 

At laparotomy the tumour may present as a 
bulky, single nodular growth bulging into the 
abdominal cavity. Alternatively, multi-nodular 
tumours deep to the liver capsule may be found. 
These are soft, easy to flatten, and may be associa- 
ted with hemorrhage into the tumour masses. In 
infancy, these tumours contain relatively more fat 
than in adults, and therefore tend to be more 
yellow in colour. 

The only hope of cure or increased survival of 
these infants lies in resecting the tumour widely, 
and lobectomy of the liver removing the affected 
lobe with its contained tumour is probably the 
treatment of choice. Radiotherapy is of no value 
in these patients. 

McDougal and Gatzimos? in a recent review state 
that more than 50% of children with this disease 
died in the first two years. Death occurs from 
metastases in those patients where resection is 
feasible, and the method of spread along blood 
vessels and lymphatics in an organ well supplied 
with both makes th2 result of resection poor as far 
as ultimate survival is concerned. The type of 
onset and the fact that the tumour is well estab- 
lished and of palpable size when the diagnosis is 
made militates against success in surgical treat- 
ment. However, at the moment there is nothing 
better to offer these patients, and it would appear 
that by ridding the individual of a relatively huge 
primary growth in a vital organ, with its attendant 
local complications, survival time is increased, and 
morbidity decreased. 

Case Report 

A female Indian child, age 7 months, was 
admitted to the pediatric wards of St. Boniface 
Hospital on 16 December 1958. The child’s mother 
had brought her to the District Medical Officer with 
the complaint that the child’s right thigh, leg and 
foot had been swollen for one month. The right 


calf was one inch greater in circumference than the - 


left. There was no other evidence of limb disease. 
On further examination, he noted swelling of the 
right labium and a large solid movable tumour 
filling the upper quadrant of the abdomen and the 
right loin, extending down into the right lower 
quadrant and across the midline. This child was 
the only one of the mother and father, but she had 
three half-siblings who were alive and well, and 
one who died in infancy of “fever.” 

On examination, the child was a happy, well 
nourished, healthy appearing infant, 28” long and 
weighing 16 pounds. The findings of asymptomatic 
enlargement of the right lower extremity and 
hypertrophy of the right labium were confirmed, 
but function of the limb was not impaired, and 
there was no apparent disease of the limb. The 
abdomen presented a visible mass filling the upper 


right abdomen as described by her doctor, and it 
was noted that the mass could be moved laterally 
but not vertically by the examiner. It moved with 
respiration, was not tender, and felt solid with an 
irregular contour. The mass appeared to be central 
and extended to the right, with the bulk of the 
tumour on the right side, rather than being strictly 
unilateral. The remainder of the physical examina- 
tion was essentially normal. Mantoux test 1: 1000 
was negative. Chest x-ray was interpreted as being 
within normal limits except for elevation of both 
diaphragms. Urinalysis was normal. Hemoglobin 
11.8 gm. WBC 12,000 with a differential count of 
mature neutrophils 46, band cells 4, lymphocytes 
47, monocytes 1, disintegrated forms 2. Hematocrit 
was 42%. IVP was read as normal, and a soft tissue 
density was noted in the right upper abdomen 
which was regarded as being due to liver. 

The above findings suggested that the mass 
probably was in or associated with the liver, and 
although other masses in this area could not be 
ruled out definitely, it was felt advisable to explore 
the abdomen and deal with the condition found. 

On 19 December, 1958, the abdomen was explored 
through a transverse rectus cutting incision, and a 
large yellowish nodular solitary mass occupying 
almost the whole of the right lobe of the liver and 
extending downwards from its anterior and inferior 
surfaces was found. (Fig. 1). The liver capsule 





1 
Showing gross appearance of tumour at operation. The 
forceps holds the divided falciform ligament, and the 
tumour presents downward from the under surface of the 
right lobe. 


was not broken, and there were no obvious meta- 
stases. The tumour, with a surrounding margin of 
normal liver tissue was removed, almost all of the 
right lobe being removed in the process, although 
a formal right lobectomy was not done. Gelfoam 
and sutures controlled bleeding well and the ab- 
domen was closed with one penrose drain. The 
child made a relatively uneventful recovery with 
the exception of a small local wound infection 
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Figure 2 
j= gal after removal. Shows margin of normal appearing liver tissue and the nodular type of growth. Glisson’s capsule 
ct. 
Figure 3 
Inferior surface of tumour showing nodular massive variety. 
Figure 4 
Cut surface of tumour showing demarcation of nodules, depression of tissue inter-twined between nodules, thinness of 
overlying liver tissue, and a small patch of hemorrhage. 














% 


Figure 5 
Tumour compressing liver capsule and extending to it. (Low power) 
Figures 6, 7, 8 


Microscopic appearance of tumour, showing arrangement of irregular cords, varying cell size, and hyper-chromatic nuclei, 
as well as sinusoids irregularly interspersed between cords and masses of tumour cells. 
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which rapidly subsided, with local treatment only. 
The pathological report was as follows... 

“Gross: Submitted is a tumour mass with over- 
lying hepatic capsule, which is compressed, and 
a rim of surrounding liver parenchyma in its mar- 
ginal portions and deeper zones. The tumour weighs 
196 grams and measures 8.0 cm. in transverse di- 
ameter by 7.0 cm. in thickness. The periphery of 
the tumour is lobulated, covered by a thin liver 
capsule which is pale yellowish-grey mottled with 
red striae. The peripheral liver parenchyma is 
yellowish-brown and a portal vein and portal zone 
can be identified in one area. The tumour, on 
section, is multinodular, well demarcated on its 
deeper zones and pushes on the overlying liver 
capsule and extends to the latter. The nodules 
vary in size from 3.0 cm. in diameter to less than 
6.0 mm. in diameter. The nodules are spongy 
in consistency, pale greyish-red mottled with 
pale grey zones. The intertwining tissue between 
the nodules is depressed and pale grey. (Figs. 2, 
3 and 4). 

Microscopic: Sections of the tumour reveal 
numerous ill-defined nodules separated by irregular 
inter-twining strands of well vascularized connec- 
tive tissue. The tumour abuts to the peripheral 
capsule of Glisson and is surrounded in its deeper 
portions by a thin rim of relatively normal and 
focally hemorrhagic liver lobules. The tumour is 
composed of irregular cords of small to moderately 
large cells with interspersed dilated vessels. The 
cells have a well defined cytoplasmic margin, a 
granular to vacuolated cytoplasm and round en- 
larged hyperchromatic nuclei. There is evidence of 
embryonal pseudoliver lobules where the tumor 
tend to be large, mimicking adult liver cells, and 
forming trabeculae separated by sinusoids. Extra- 
medullary hemopoiesis is observed with the tumour 
stroma. Invasion within. the capsule of the liver as 
well as within vascular spaces is noted. (Figs. 5, 
6, 7 and 8). 

Diagnosis: Hepatocellular carcinoma seated 
with vascular invasion. 

Extra-medullary hemopoiesis within the tumour.” 

The child was re-admitted on 30 December 1959 
for investigation following an ear infection. On 


admission the child appeared to be healthy with 
no obvious abnormalities. The liver was enlarged 
to 1% to 2 fingerbreadths below the costal margin. 
A skeletal survey showed no bony abnormalities 
with the exception of the lower 1/3 of the left 
femur, where there was an area of translucency 
occupying the full width of the bone, and through 
which a fracture had occurred. After discussion 
with the Radiotherapists and Orthopedic Surgeons, 
this area was biopsied on 20 January 1960, and a 
diagnosis of metastatic tumour made. The appear- 
ance of this tumour was identified with that of the 
original liver growth. 

In the next four days, the child developed an 
upper small bowel obstruction and a laparotomy 
was carried out on 26 January 1960, in the course 
of which approximately 6 inches of gangrenous 
jejunum was resected. The patient’s course over 
the next six days was stormy, and she died on 1 
February 1960. Autopsy showed left lung absess 
with pyo-hemo-pneumothorax, collapse of the left 
lung, focal alveolar pneumonia left lung, peritonitis, 
focal ileal gangrene, disruption of suture line and 
peritonitis. Gross and microscopic examination did 
not reveal any evidence of the original carcinoma 
of the liver, or elsewhere with the possible excep- 
tion of the cystic area in the left femur. The child 
did not die from metastatic carcinoma. 


Summary 
1. A brief review of the problem of primary 
hepatic cell carcinoma in children is presented. 
2. A case of primary hepatic cell carcinoma in 
an Indian child of 7 months of age is presented. 


Note: Our thanks are due to Drs. J. Graf, K. Wylie and 
W. B. MacKinnon for their advice and assistance in 
management; to Drs. F. Burgoyne and M. Hamonic for their 
inte retation of the pathological material; and to Mr. L. V 

ord for the illustrations. 


References 


1. Armed Forces Institute of Pathology — “Tumours of the 
Liver and Intrahepatic Bile Ducts’’—Sec. VII, Fascicle 25. 


. Steiner, M. M.: “Primary Carcinoma of the Liver in 
Childhood.” Am. J. Dis. Child., 55: 807-824, 1938. 

. O’Sullivan, W. D.: “Hepatoma in a 5 Year Old Child 
Treated With Excision.” American Journal of Surgery, 
82: 295, 1951 

4. McDougal, R. A. and Gatzimos, C. 3 “Primary Carci- 

noma of the Liver in Infants’ and Gnilaren: ” Cancer 

10: 678, 1957. 


J 


w& 





606 The Manitoba Medical Review 


{[October, 1966 





Some Problems in Management of 
Non Tuberculous Empyema 
of the Chest 
Manly B. Levin, M.D., F.R.C.S.(C) 


Chronic empyema of the chest is uncommon and 
we do not anticipate its occurrence. With the 
availability of the broad spectrum antibiotics we 
are confident that, barring bronchial obstruction, 
patients with pneumonia will improve promptly. 
Yet, on occasion, patients do not respond to treat- 
ment. When clinical and radiological examination 
of the chest during the course of pneumonia 
suggests the development of a pleural effusion, 
thoracentesis will often confirm the exudative 
nature of the fluid. If bacteriological examination 
of this fluid yields a positive culture, we are dealing 
with an acute empyema, post pneumonic in origin. 
Until the era of thoracic surgery, pneumonia was 
the single most important predecessor of an acute 
non tuberculous empyema. For the surgeon, post 
resection (post pneumonectomy and post lobec- 
tomy) empyema with a bronchopieural fistula con- 
stitutes a most discouraging complication following 
thoracotomy. This complication can be more crip- 
pling to the patient than the original underlying 
pathology. 

The management of a non tuberculous empyema, 
whether acute or chronic, centers around the ob- 
literation of the empyema pocket, and the approx- 
imation of the visceral and parietal pleurae. The 
method adopted (repeated needle thoracentesis, 
intercostal tube drainage, thoracoplasty, open drain- 
age or pulmonary decortication or a combination 
of these methods) is determined by the condition 
of the underlying lung and by the nature of the 
contents of the empyema cavity. The following two 
cases illustrate some of the problems encountered 
in the management of empyema. The first case 
posed a problem which was relatively uncompli- 
cated, the empyema following an episode of pneu- 
monia. In the second case, the problem was more 
difficult, the empyema being secondary to a right 
lower lobectomy and complicated by a persistent 
broncho pleural fistula. Both cases will be pre- 
sented and their management discussed in relation 
to the clinical situations as they arose. 

Case Reports 
Case No. 1 

Mr. A. T., age 78 had been in good health 
throughout his life except for a chronic cough and 
mucoid expectoration over the past ten years. In 
early July, 1959 he was hospitalized because of 
fever, increase in cough and mucopurulent expec- 
toration. An x-ray examination at that time showed 
an infiltrate in the right middle and right lower 
lobes. The patient discharged himself against ad- 
vice twenty-four hours following admission. On 
July 30, 1959 the patient developed increasing 
shortness of breath with an increase in his 
cough and expectoration and became moderately 





cyanosed. Physical examination suggested a right 
pleural effusion. Pulse rate was 130 per minute. 
X-ray examination, on admission to the hospital on 
August 2, 1959 showed an extensive pleural effusion 
on the right, with a minimal pulmonary infiltration 
on the left side. Hemoglobin was 12.4 grams, white 
blood cell count 26, 550. Mantoux 1 in 1,000 was 
positive. On August 3rd, 2,000 ccs. of cloudy yel- 
lowish fluid were aspirated from the right chest. 
The fluid had a specific gravity of 1.017 and a pro- 
tein content of 3.76 grams per cent. No tumor cells 
were seen in the fluid, and no acid fast bacilli could 
be demonstrated. The patient was started on tetra- 
cycline 250 mgms. four times daily. On August 
4th, the patient became markedly distressed and 
restless. A film taken that morning showed an 
extensive hydropneumothorax with virtually com- 
plete collapse of the right lung. A Clagett needle 
was introduced into the chest and continuous 
suction begun on the right side. Over the next 
twenty-four hours approximately 1,000 ccs. of tur- 
bid fluid were removed. A chest film taken August 
6th showed that a significant amount of fluid still 
remained in the right pleural space with a 20% 
residual pneumothorax. The Clagett needle was 
withdrawn and an intercostal catheter placed for 
continuous closed drainage. On August 10th (Fig. 1) 


Figure 1 
Mr. A. T. There is incomplete re-expansion of the right 
lung with multiple air-fluid levels. 


there was no significant change in the radiological 
appearance of the chest, and since drainage had 


ceased the catheter was removed. All pleural fluid | 


obtained by aspiration was repeatedly sterile on 
culture and negative for tumor cells. Bronchoscopic 
examination was normal, and no tumor cells could 
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be demonstrated in the aspiration secretion. The pa- 
tient’s general condition continued to improve and 
except for a residual cough and a small amount of 
mucoid expectoration the patient was asymptom- 
atic. He was discharged from the hospital August 
17th with a diagnosis of post pneumonic pleural 
effusion. 

The patient was seen again in early September, 
1959. His general condition had deteriorated mark- 
edly. On physical examination in addition to the 
evidence of fluid in the right pleural space, the neck 
veins were distended, the legs were oedematous 
+-+ and the liver margin palpated 3 cms. below 
the costal margin. The hemoglobin content of the 
blood had fallen to 8 grams. The patient was 
digitalized and started on oral iron and diuretics. 
On September 13th the patient was re-hospitalized 
for the third time. Hemoglobin content was 9.3 
grams%, the white blood count 8,250. Sedimenta- 
tion rate was 107 mms. Over the succeeding four 
days 3,450 ccs. of thick turbid milky looking yel- 
lowish fluid were removed from the right pleural 
space by needle aspiration. Specific gravity of this 
fluid was 1.021. The protein content was 2.07 grams 
per cent. The fluid was reported as sterile. The 
patient’s temperature varied between 100 and 102 
degrees for the initial forty-eight hours after ad- 
mission, then remained normal. Chest films taken 
September 28th showed no significant change in 
the appearance of the chest. On October 7th a right 
thoracotomy was performed. An empyema cavity 
involving the lateral and posterior surface of the 
left lower lobe and the lateral chest wall was en- 
countered. An extensive decortication of the right 
lung was carried out, excising a rind approximately 
1 cm. in thickness. At the completion of the pro- 
cedure a small broncho-pleural fistula was located 
and closed. A tracheotomy was performed at the 
termination of the procedure. Culture of the tissue 
removed at operation showed a heavy growth of 
hemolytic staph. aureus, coagulase positive. The 
post operative course was complicated by problems 
with secretions, and extensive infection of the 
posterior third of the chest wound. The patient 
was discharged from the hospital on October 31st. 
By January, 1960 he had gained 23 pounds and the 
hemoglobin content of his blood was now 14.2 
grams. His complaints then were attributed to his 
chronic asthmatic bronchitis. Aside from this his 
general condition was entirely satisfactory. 

Case No. 2 

Mrs. J. K., age 30 years, had a right lower lob- 
ectomy, October 1958, elsewhere for a bronchial 
adenoma. The operation was complicated in its 
immediate post operative course by a broncho- 
pleural fistula and empyema necessitating closed 
intercostal tube drainage for the succeeding six 
weeks. There had been a chronic cough since the 
operation with intermittent fever of 100 to 101 
degrees persisting for two to three days at a time. 
One week prior to admission there had been an in- 


crease in the cough and sputum with right chest 
pain. On admission to hospital the patient’s tem- 
perature was 103 degrees, her pulse rate 110 per 
minute, hemoglobin content 11.7 grams, white blood 
count 15,450. A right thoracentesis was performed 
that evening and 2 ccs. of thick creamy material 
aspirated. This was positive for pseudomonas aeru- 
ginosa and hemolytic staph. aureus, coagulase posi- 
tive on culture. The patient was started on peni- 
cillin and dihydrostreptomycin. Chest film taken 
on January 8th, 1960, the day following admission, 
showed an air fluid level in the right lower chest 
cavity posteriorly (Fig. 2). An open drainage of the 





Figure 2 
Mrs. J. K. Chest film taken on admission to hospital. An 
air-fluid level is apparent in the lower third of the right 
hemithorax. 


empyema pocket was performed the following day. 
The parietal pleura forming the wall of the empy- 
ema pocket measured approximately 1 cm. in thick- 
ness. There was a small quantity of thick greyish 
pus present. A broncho pleural fistula was noted. 
Forty-eight hours following operation the patient’s 
temperature approached normal and remained so 
until discharge. Over the succeeding four months 
there was a gradual decrease in the size of the 
empyema cavity concomitant with a rather more 
marked reduction in the size of the opening of the 
chest wall. By June 1960 the residual fistula open- 
ing in the chest wall had virtually closed with a 
return of her symptoms consisting of a cough when 
lying on the left side with intermittent chest pain 
and fever. The fever would subside promptly on 
enlarging the fistula opening in the chest wall and 
establishing adequate drainage. Bronchograms done 
at this time were essentially negative except for 
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evidence of the previous resection. A short segment 
of the right lower lobe bronchus approximately 
1 cm. in length and irregular in outline was visual- 
ized (Fig. 3). Routine chest films were made after 





Figure 3 
The irregular outline of the residual stump of the right 
lower lobe bronchus is demonstrated. The translucent area 
posteriorly is the area occupied by the empyema cavity. 


injection of a contrast medium through the cutan- 
eous fistula and a large cavity was seen in the right 
chest posteriorly, measuring approximately .5 by 
10 cms. The broncho pleural fistula was visualized 
through the fistula opening in the chest wall. On 
July 18th the patient was admitted to hospital and 
a right thoracotomy performed. The lung was 
densely adherent throughout to the parietal pleura 
and the cavity reported in the previous x-rays en- 
countered in the postero lateral part of the right 
hemithorax extending from the diaphragm superi- 
orly to the level of the hilus. The stump of the right 
lower lobe bronchus was identified and reamputated 
immediately below the take off of the right middle 
lobe bronchus. An extensive decortication of the 
entire lung with resection of the empyema cavity 
was then performed. The patient made an un- 
eventful recovery and has remained well to date. 
Discussion 

The first patient, Mr. A. T., presented himself 
initially with an acute episode of pneumonitis. Since 
he left the hospital against advice the day following 
admission it was impossible to provide adequate 
treatment for his ailment. He presented himself 
shortly thereafter acutely ill, with evidence of a 
right pleural effusion. The fluid withdrawn at the 
initial thoracentesis was reported as sterile. It 
is unfortunate that this thoracentesis evidently 


resulted in a laceration of the lung with the sub- 
sequent development of a very marked hydro- 
pneumothorax. It is entirely conceivable that, had 
this not occurred, his prolonged illness might have 
been avoided. Since repeated thoracentesis resulted 
in reasonably good re-expansion of the lung and 
since on culture the fluid was persistently sterile, 
one felt justified in discharging him from the hospi- 
tal at this time. It became evident very shortly 
that despite bacteriological reports the patient was 
in serious difficulty. At the time of his third 
admission to hospital the fluid withdrawn by 
thoracentesis appeared grossly purulent, although 
cultures remained negative. At this point three 
alternatives were open in regard to management of 
the empyema. The simplest procedure would have 
been to continue with repeated aspirations as this 
would be least traumatic to the patient. This was 
done on the initial four days of his admission. with- 
out significant improvement in the radiological or 
clinical appearance of the patient. The second al- 
ternative would have been an open drainage of the 
empyema pocket. It was felt that this would be an 
inadvisable procedure since radiological examina- 
tion suggested the presence of many loculated 
pockets, all of which could not be drained through 
a single incision. The third alternative was to 
undertake decortication of the lung. Although this 
involved a considerably greater risk to the patient, 
it was felt that it would provide for him the maxi- 
mum chance for permanent cure. Fortunately at 
the time of operation a good plane of cleavage could 
be established between the walls of the empyema 
cavity and the lung surface. Subsequent to the 
resection of the markedly thickened visceral and 
parietal pleura the patient’s lung expanded well to 
fill the entire hemithorax with the obliteration 
of the pleural space. It is curious that despite 
repeatedly negative cultures of fluid withdrawn 
from the chest preoperatively, a positive culture of 
hemolytic staph. aureus coagulase positive was 
obtained from the empyema pocket at the time of 
surgery. 

The problem of management of the second 
patient was rather more difficult. Following her 
initial operation she undoubtedly developed a 
broncho pleural fistula and empyema. This was 
treated by closed intercostal tube drainage and 
resulted in the reduction of the empyema pocket to 
a volume approximately the size of one’s fist. Dur- 
ing the subsequent year the patient was able to 
carry on her activities although hampered periodic- 
ally by recurrent bouts of chest pain, cough and 
purulent expectoration. When seen for the first 
time the patient was extremely toxic with both 
clinical and radiological evidence of an acute 
empyema. Because of her general condition and 
the extremely thick nature of the contents of the 
empyema cavity it was felt that open drainage of 
the empyema pocket would provide the greatest 
opportunity for relief of her symptoms. The patient 
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recovered promptly from this procedure and re- 
mained without symptoms until the pleural cutan- 
eous fistula began to close. Throughout this period 
it was clear that a bronchopleural fistula did exist 
and would likely persist indefinitely. At this point 
the choice of management lay amongst a permanent 
type of open drainage, a thorocoplasty, or decorti- 
cation of the lung with closure of the broncho- 
pleural fistula. There is no doubt that open drain- 
age would have rendered the patient symptom free 
and allowed her to remain in good health. The pa- 
tient was however reluctant to accept this form of 
treatment as it prohibited her from bathing and 
necessitated her wearing a dressing continuously. 
Thorocoplasty would not likely have closed the 


empyema cavity because of the position of the 
cavity posteriorly and medially. An attempt was 
therefore made at definitive closure of the broncho- 
pleural fistula. It was fortunate that approximately 
lcm. of right lower lobe bronchus remained below 
the origin of the right middle lobe bronchus per- 
mitting resection of this stump. The lung was then 
decorticated and the stump of the right lower 
lobe bronchus and empyema pocket excised in 
continuity. 
Summary 

Two cases of chronic empyema have been 
presented. The factors influencing the choice 
of procedures in their management have been 
discussed. 
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Farmer’s Lung and Silo-Filler’s Disease 
Leonard A. Moroz, M.D. 

It is a truth universally acknowledged that 
awareness of a disease is a prerequisite to diagnosis. 
Certain diseases, because of infrequent incidence or 
limited distribution, are omitted from textbooks of 
medicine or granted only cursory acknowledgment. 
In this category are two little-known but well- 
documented pulmonary syndromes which have been 
frequently reported and reviewed in the recent 
literature. The first of these, farmer’s lung, was 
first described in 19321. It is regarded by some as 
a common cause of minor illness among agricultural 
workers. The other is silo-filler’s disease, a rare but 
more serious illness first described in 1956. Unlike 
farmer’s lung, the mechanism of its production is 
known. 

This paper will present the clinical and patho- 
logical features of these interesting agricultural 
diseases, and summarize current concepts of their 
etiology and treatment. Descriptions of farmer’s 
lung are to be found in the reports of Dickie and 
Rankin?, Frank’, Fuller+ and Studdert®, while the 
contributions of Grayson*, Lowry and Schuman? 8 
and Delaney et al® provide valuable reviews of 
silo-filler’s disease. 

I. Farmer’s Lung 

Farmer’s lung is an acute respiratory illness 
which is rapidly precipitated in certain susceptible 
agricultural workers by exposure to a wide variety 
of moldy vegetable dusts, particularly hay, grain, 
and silage. Dyspnea, cough, fever and weight loss 
are prominent features. The presence of molds, 
together with a poorly-defined individual variation 
in susceptibility are important, though vaguely 
understood factors in its pathogenesis. The con- 
dition has also been termed harvester’s lung, 
thresher’s lung and bronchomycosis feneseciorum’. 


Incidence 

More than one hundred cases have appeared in 
the literature. However, the true incidence of the 
disease is unknown. It may be more common than 
is generally realized, and it has been suggested as 
an important, albeit unsuspected cause of minor 
respiratory illness among farmers, many of whom 
may not be sufficiently incapacitated to seek 
medical aid? 4, 

In general, farmer’s lung affects male agricultural 
workers in the active farming years from thirty to 
sixty years of age, although one case in a twelve- 
year-old has been reported?. Women are almost 
never affected. The disease is particularly common 
in those who have been farming for years. The 
exact geographic extent is also unknown; farmer’s 
lung has been reported from the Scandinavian 
countries, western England4, Wisconsin2. 3, western 
Pennsylvania’® and the Annapolis Valley of Nova 
Scotial!, but its distribution is undoubtedly much 
wider. It is almost unknown in urban practice. 

Among the environmental factors which predispose 
to attacks of farmer’s lung are poorly-ventilated 
storage buildings and barns, a poor drying climate, 
poor crop quality, a damp previous summer, and a 
failure to clear away residual mold dust of many 
years’ accumulation. Activities such as dairying, 
with its handling of hay, sweeping out of barns, and 
threshing particularly predispose to farmer’s lung. 
Re-exposure to moldy vegetable dust of any kind 
may precipitate attacks in people in whom the 
process has become well-established. Although an 
allergic component has been suggested, the major- 
ity of cases give no personal or family history of the 
commoner allergic diseases?. 

Etiology and Pathogenesis 

Although the general nature of the etiological 

agents is known, their role in farmer’s lung remains 
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obscure. A satisfactory explanation for this syn- 
drome must be in accord with certain clinical and 
pathological features of farmer’s lung. 

Farmer’s lung occurs only in the presence of 
moldy vegetable dusts. Acute symptoms appear 
within a few hours of exposure. Repeated exposure 
to the noxious environment often produces increas- 
ingly severe attacks. Although several individuals 
may be exposed at the same time, only certain of 
these will develop acute farmer’s lung. This mili- 
tates against primary irritation as the sole factor. 
Many hypotheses have invoked infection as a cause, 
but the evidence renders an infectious etiology un- 
likely2, 3.4.12, Examination of inciting dusts, the 
sputa of patients, and tissue specimens have re- 
vealed no pathogenic bacteria, fungi, or viruses. 
Skin testing with various fungal antigens has been 
disappointing. 

Many commentators have cited the interesting 
report of Zettergren, the sole experimental study 
into the etiology of farmer’s lung2- 4.10.12, Sterile 
threshing dust was insufflated into the bronchial 
trees of rabbits. After fifteen days, the lungs 
contained submiliary histocytic granulomas, the 
so-called “dust granulomas.” A second group of 
rabbits was similarly treated with sterile threshing 
dust to which viable cultures of Candida Albicans 
had been added. Some were sacrificed at fifteen 
days, and revealed similar dust granulomas. The re- 
mainder, sacrificed at seventy days, had, developed, 
in addition, submiliary to miliary tuberculoid gran- 
ulomas, the so-called “fungal granulomas.” The 
microscopic picture is reminiscent of that seen in 
tissue from cases of farmer’s lung. 

Basing their opinions on these observations and 
the clinical features of farmer’s lung, Dickie and 
Rankin? offer the most plausible recent hypothesis 
of the production of this diffuse pneumonic pro- 
cess. The disease is considered to depend upon two 
different reactions. There is an early reaction to 
the inhaled organic dust, a pneumoconiosis stage 
produced by the primary irritant effect of dust 
particles on the lung. With time, there develops an 
allergic reaction to this moldy vegetable material, 
a sensitization to certain components of the dust 
particles and the accompanying mold spores. The 
fungal spores present in grain dusts have a high 
protein content, and may act as an inhaled foreign 
protein, and some observers have noticed a re- 
semblance between the acute attack of farmer’s 
lung and the results of inhalation of tuberculin pro- 
teins by tuberculin-sensitive people. These spores 
are also sufficiently small to allow them to pass 
into the alveoli. The allergic reaction to these 
moldy dusts is invoked for the immediate alarm- 
ing symptomatic onset on slightest exposure of a 
previously-sensitized farm worker to the inciting 
agent, and the rapid relief on leaving the environ- 
ment. The result of repeated exposures to these 
dusts is the diffuse granulomatous change in the 
lungs. 


Farmer’s lung bears a clinical, and occasion- 
ally a striking pathological resemblance to other 
conditions'?. Boeck’s sarcoid is similar both micro- 
scopically and radiologically. Bagassosis, a pneu- 
moconiosis due to the irritant action of sugar cane 
fibers on pulmonary tissues, is similar, as is bys- 
sinosis, produced by cotton fibers, and character- 
ized by the so-called “weaver’s cough.” Hemp 
disease is a similar condition and acute respiratory 
disease of this type has also been seen in dock 
workers who handle moldy grains. Farmer’s lung 


‘ also resembles the pneumonitis produced by ex- 


posure to the mold Coniosporum corticale which is 
present in certain tree barks. It has recently been 
suggested that there may be a comparable primary 
irritation with subsequent sensitization to moldy 
vegetable dusts, in all of these conditions, with the 
production of a sarcoid-like pulmonary lesion’?. 

Historically, there is reported a “broken-winded- 
ness” or “heaves” which afflicts horses which have 
been. exposed to moldy hay and which some view 
as analogous to farmer’s lung in humans? 12, 
Pathology 

Because farmer’s lung is rarely fatal'’, the patho- 
logical picture has been limited by the few cases 
in which surgical biopsy was performed? 3. 10, 

Grossly, the lungs may present no abnormalities 
during or after an acute attack. There is no hilar 
adenopathy. Occasionally, slight pleural adhesions, 
with palpable subpleural pulmonary nodules. may 
be present!0, 

Microscopically, the picture varies with the stage 
of the disease. In the acute form, the characteristic 
lesion is a granulomatous interstitial pneumon- 
itis2.3, The nodules observed grossly are found 
histologically to consist of many epithelioid cells, 
together with a few giant cells. The diameter of 
these nodules is generally less than one millimeter. 
Histiocytes, together with collections of lymphoid 
tissue, have also been reported!0, and the giant cells 
may contain peculiar biconcave spaces. The lesions 
are diffusely distributed throughout both lungs. 
Where these small granulomas assume a peribron- 
chial distribution, there is an element of obliter- 
ating bronchiolitis, with the production of scattered 
small areas of emphysema. There is a striking 
microscopic similarity to the lesions of beryllium 
and Boeck’s sarcoid, the only difference being the 
relatively more marked interstitial fibrosis between 
the granulomas in sarcoid. 

In the subacute form, there is more severe inter- 
stitial fibrosis, with a residuum of granulomatous 
reaction and the presence of collagen suggesting 
the active nature of the lesion, although it may be 
relatively far advanced. 

More chronic cases show marked interstitial 
fibrosis with patchy lymphocytic collections in some 
cases.. At no time have smears or culture of tissues 
from cases of farmer’s lung revealed a possible 
etiological agent. 
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Symptoms 
In some cases, the onset of symptoms may occur 


immediately upon exposure to the moldy, dusty 
environment. Headache, chills, and malaise develop 
while the worker is exposed to the irritating clouds 
of dust. In the typical case, however, the patient 
feels no effects while working (although he may 
notice the dust clouds), and it is only after a latent 
period of a few hours that he experiences sudden 
onset of chills, fever, cough, and shortness of breath. 
It has been stated that in true farmer’s lung, the 
acute attack must develop within twenty-four hours 
of exposures. 

An increasing shortness of breath, particularly on 
exertion, is the cardinal feature of the disease. This 
is marked during the first few days, and may in- 
capacitate the patient completely. There is diffi- 
culty on inspiration rather than expiration: the 
patient cannot “take a breath” and some report a 
feeling of tightness in the chest. Cough is almost 
invariably present. This is dry, irritating, but 
generally non-productive, although it may yield 
small amounts of sputum. Frank hemoptysis is 
very rare, but some cases do produce blood-tinged 
sputum. Some feel that hemoptysis never occurs in 
true farmer’s lung!2, Pleuritic pain is also an un- 
usual finding, and is present only when secondary 
to a complication such as a cough fracture. There 
is no bronchospasm. : 

Fever is a common complaint, and the tempera- 
ture may reach 104° to 106° F. during the acute 
attack. There may be drenching sweats, and these 
may be nocturnal. The perspiration in some cases 
is reported to have a terrible-odour. Chills, and 
severe rigors, are also frequent findings. Other 
complaints include headache, fatigue, and general- 
ized aches and pains!0. Cyanosis may be noted. As 
the symptoms persist, weight loss is often promin- 
ent, with an average loss of ten to thirty pounds2 3. 
When symptoms persist for long periods, respira- 
tory distress is often worse during the winter 
months. In the milder, but more chronic cases, 
there may be complaints of recurrent seasonal 
“cold” or “fullness” on exposure to moldy dusts. 

Susceptibility to attacks of this acute respiratory 
illness varies widely. In some, an acute attack 
may follow exposure to dust, although there is no 
history of discomfort on previous identical expos- 
ures. Others develop acute symptoms only after 
repeated minimal distress due to exposure over an 
entire winter. They may experience many minor 
episodes of dyspnea, chill, fever, and night sweats, 
which persist for a few days, require no medical 
attention, and clear rapidly with no permanent 
disability. Some people may experience such epi- 
sodes for years, with no one outstanding episode of 
acute distress. 

After many acute attacks of farmer’s lung, there 
may be a lapse into a subacute form of the disease, 
with much residual dyspnea on exertion. In these 
cases, there is often some spontaneous tendency to 


recover. Finally, repeated acute attacks may result 
in a chronic state, with development of largely 
irreversible pulmonary changes, including fibro- 
sis and emphysema eventually resulting in cor 
pulmonale. 

The course of the acute attack is fairly constant. 
In the majority of instances, provided that the 
patient leaves the environment, the acute illness 
subsides spontaneously in three to six weeks, with 
the exception of dyspnea on exertion, which may 
persist for months, or even permanently. Most un- 
complicated cases are well by three months after 
the acute attack. 

Signs 2, 3. 10, 12 

Physical findings also vary with the severity of 
the disease. Almost constant, however, are numer- 
ous crepitant rales through both lung fields. These 
persist even after the radiological picture has re- 
turned to normal. Fine rales at the end of forced 
inspiration are also common findings, and there may 
be a prolonged expiratory component to respira- 
tion. A few high-pitched rhonchi may be present 
on forced expiration, but almost invariably there is 
no bronchospasm or wheezing, and no consolidation. 
Respirations are generally shallow and rapid, there 
is fever, and cyanosis, tachycardia, and, with time. 
muscle wasting. Some cases may present with an 
increased antero-posterior diameter of the chest 
with a hyper-resonance reminiscent of emphysema. 
Laboratory Findings 2, 3. 11 

There are no specific laboratory findings. A 
polymorphonuclear leucocytosis, eosinophilia, and 
slight elevations of red cell count, hemoglobin and 
hematocrit have been reported. Assorted fungi 
have been cultured from the sputum, and generally 
reflect those present in the environment. Skin 
testing with these molds has yielded inconsistent 
findings. Some cases exhibit tuberculin anergy. 
No viruses, fungi or bacteria have been observed or 
cultured from pulmonary tissues in farmer’s lung. 
The electrocardiogram may show advanced cor 
pulmonale, right heart strain in chronic cases, and 
many cases manifest nonspecific abnormal patterns 
apparently unrelated to the disease process. 
Radiological Findings 2. 3. 11, 12 

At the onset, X-ray findings may be minimal. 
Once the acute attack has become established, how- 
ever, the characteristic pattern becomes evident. 
There is a diffuse interstitial pneumonitis, with 
varying degrees of patchy pneumonic densities 
through both lung fields. These densities are fine 
to coarse, discrete, granular or nodular densi- 
ties, less than one millimeter in diameter, and 
apparently corresponding to the small granulomas 
evident grossly. They may be differentiated from 
atelectatic densities. The densities vary widely in 
size, and are poorly delineated. This general pic- 
ture has been described as “ground glass,” “sand- 
storm,” and similar to the “snowflake,” “down” or 
“cotton wool” pattern of Boeck’s sarcoid. It is dif- 
fuse through both lung fields, but fades somewhat 
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peripherally, particularly in the apices and peri- 
pheral bases. There is no hilar or mediastinal 
lymphadenopathy in the typical case. 

The appearance of radiological changes may 
follow exposure by some time, but generally the 
picture coincides with the severity of the symptoms. 
One or two weeks after exposure, these densities 
coalesce to form larger, conglomerate densities. An 
interstitial reaction may obscure most of the paren- 
chyma at this time. One month after exposure, 
some peribronchial accentuation may be noted. In 
the typical case, the picture gradually clears by six 
to eight weeks, leaving no residuum, although 
shortness of breath persists. Some cases continue 
to a mild emphysema with scattered fibrosis. 

Those patients who progress to the subacute form 
present a coarsening of the truncal markings, with 
evidence of an active interstitial process leading to 
fibrosis. The picture may be compatible with pul- 
monary hypertension, and severe emphysema with 
fibrosis. 

Pulmonary Function Studies 2. 4. 10, 11 

During the acute attack, there may be a decreased 
pulmonary diffusion capacity, with an abnormal 
ratio of ventilation to pulmonary blood flow. These 
combine to produce a decreased arterial oxygen 
tension and saturation. The vital capacity may be 
reduced to thirty percent of the expected value. 

A significant increase in residual volume and 
decrease in functional residual capacity, together 
with pulmonary hyperinflation and moderate re- 
duction in vital capacity have been reported during 
convalescence. A moderately reduced maximal 
breathing capacity, timed vital capacity, and expira- 
tory air flow rate seen in some cases have been 
interpreted as due to obstruction of the smaller 
bronchi and bronchioles. Changes in the vital 
capacity vary with different authors: some report 
no change, some a significant decrease, and others 
a low normal or high normal value. The striking 
feature of many of those with an increased vital 
capacity is their continued exertional dyspnea. 
Diagnosis 

The diagnosis of far.ner’s lung is, of necessity, a 
clinical one. It is dependent upon a high index of 
suspicion of its presence, together with a knowledge 
of the clinical and radiological features. Important 
points in the history are previous intolerance of a 
moldy, dusty environment, failure of co-workers to 
be similarly affected, and the presence of a short 
latent period between exposure and acute onset. 
Differential Diagnosis 

The differentiation from other acute pulmonary 
illnesses constitutes no real problem. However, 
many of the cases cited in the literature were 
originally misdiagnosed and it may be of interest 
to consider the confusing conditions. These include 
acute bacterial and viral pneumonias, congestive 
failure, brucellosis, bronchiectasis, bronchial asth- 
ma, silo-filler’s disease, Boeck’s sarcoid, pulmonary 
moniliasis, histoplasmosis, coccidioidomycosis, blas- 


tomycosis, aspergillosis, and miliary tuberculosis, 
Some of these deserve special mention. 

Silo-filler’s disease may be confusing because of 
the similar geographic and occupational distribu- 
tion. Certain diagnostic features are of value. In 
silo-filler’s disease, the victim is generally immedi- 
ately aware of the severe irritating properties of 
the nitrogen dioxide gas in the silo, he may die 
soon after exposure, there is a history of recent 
filling of the silo, and the clinical picture is one of 
acute pulmonary edema and bronchopneumonia. 
Also, farmer’s lung is a much commoner disease. 

On a radiological basis, farmer’s lung may be 
confused with sarcoid. The absence of hilar adeno- 
pathy and peripheral sarcoid lesions, together with 
the clinical course, help to differentiate farmer’s 
lung. 

Routine chest surveys have resulted in referral of 
patients with farmer’s lung to sanatoria with a pre- 
sumptive diagnosis of miliary tuberculosis!!. 

Pulmonary moniliasis, often hinted as the cause 
of farmer’s lung, is distinguishable by the clinical 
picture, by the poor response to iodides in farmer’s 
lung, and failure to cultivate the yeast from 
both lung tissue, and sputum in some cases. The 
other specific fungal infections are usually readily 
distinguishable. 

Bronchial asthma is readily differentiated by the 
presence of nasal and conjunctival findings, and 
bronchospasm, which are not features of farmer’s 
lung. 

Treatment 2, 3 

Because of the normal tendency to remission, 
therapy is difficult to assess. Prophylaxis, however, 
is of utmost importance. The inhalation of all dusts 
of the types mentioned must be avoided by hyper- 
sensitive individuals. This entails education of 
farmers about the dangers of moldy dusts, the use 
of masks, respirators and fans, the avoidance of 
storing of wet hay and grain, and measures to keep 
mold and dust down. The prognosis is generally 
good if re-exposure is avoided, although many 
cases experience dyspnea on exertion for years 
after only one severe attack. 

In the acute stage, the patient must be removed 
immediately from the farm environment. Oxygen 
may be used for dyspnea. Iodides are of question- 
able value. Steroids are advocated for the preven- 
tion of fibroids, but they require further evaluation. 
Antibiotics and antihistamines are not indicated. 

For those who become subacute cases, a varying 
degree of occupational adjustment is necessary. 
Complete abstinence from farm work is one ex- 
treme. Those who progress to the chronic state 
must leave the farm completely. This change of 
environment has produced some improvement even 
in those with severe disability. General supportive 
and symptomatic therapy is also indicated. 

II. Silo-Filler’s Disease 

Silo-filler’s disease is a diffuse chemical pneumon- 

itis produced by the irritating effect on bronchial 





—- ss aS Pew es ae 6S 


October, 1960] 


The Manitoba Medical Review 613 





and pulmonary membranes of nitrogen dioxide de- 
rived from fresh silage. Although it is described 
as “silage gas poisoning” by Grayson§, the present 
name? 8 seems to have gained wider acceptance. 
Incidence 6, 7. 8, 9 

In its more severe, and particularly in its fatal 
form, silo-filler’s disease is a rare condition. In one 
series of 70,000 post-mortem examinations, only 
two cases with the typical bronchiolitis fibrosa 
obliterans were reported’. Yet, like farmer’s lung, 
it is considered to be more common, perhaps in its 
subclinical forms, than is generally suspected and 
it should be familiar to rural practitioners. 
Etiology and Pathogenesis 8. 9 f 

Many people in agricultural areas have heard of 
acute respiratory embarrassment or death precipi- 
tated by entering newly-filled silos. Until 1956, it 
was simply believed that these were due to carbon 
dioxide poisoning®, 

Nitrogen dioxide is a yellow to brown gas which 
is much heavier than air. The colour varies with 
the concentration. It is irritating to the lining of the 
respiratory tract, and has been shown to produce a 
bronchiolitis fibrosa obliterans both in animals and 
man. 

The gas is formed early in silage fermentation, 
and insufficient concentration to produce pneumon- 
itis. When silage, with its high concentration of 
inorganic nitrates, is placed in a silo, reducing 
agents in the silage react with the nitrates, forming 
nitrous acid. This acid is changed to nitrous oxide 
and nitrogen dioxide at a temperature of 106° to 
125° F., a temperature which prevails in silage 
about three feet below the surface9. The nitrous 
oxide combines with oxygen to yield more nitrogen 
dioxide, which in turn combines with water and 
oxygen to produce nitric acid and nitrogen diox- 
ide. This nitric acid then presumably reacts with 
the alkali salts in the respiratory tract, forming 
nitrates, which are the irritant primarily respon- 
sible for the acute symptoms, and also nitrites 
which are absorbed and have an insignificant sys- 
temic effect. 

Pathology 8: 9 

Because it is a rare condition, few reports are 
available on the pathology of silo-filler’s disease. 
However, the effects of nitrogen dioxide on the 
lungs have been studied carefully from material 
obtained from other sources. These include acci- 
dental industrial poisonings, and the Cleveland 
disaster of 1929, when the burning of large 
amounts of a now-obsolete type of radiographic 
film liberated large amounts of the gas, killing 
many people. 

In general, the findings vary with the period of 
survival. In those cases which come to autopsy 
soon after exposure, the picture is one of broncho- 
pneumonia and passive pulmonary edema. In those 
who survive three or four weeks after exposure, 
the characteristic lesions are small, firm, palpable 


nodules in the lung tissue. There may be a super- 
imposed purulent bronchitis or pneumonia. 

Microscopically, each nodule consists of a small 
bronchus or bronchiole filled with fibrinous exu- 
date. By following material from cases with dif- 
ferent survival times, it is found that the lumen is 
gradually occluded by an ingrowth of fibroblasts, 
producing the characteristic bronchiolitis fibrosa 
obliterans of silo-filler’s disease and other chemical 
pneumonitides. 

Symptoms 6. 7. 8 

The patient usually gives a history of inhaling an 
irritating, coloured gas in or near a silo within a 
few hours to three or four days after it was filled. 
He may have noticed a high temperature in the 
silo, and a severe bout of coughing may have 
preceded the more acute symptoms. The patient is 
often aware of the gas when he. enters, and if more 
than one person is present, all are similarly affec- 
ted. The yellow-to-brown gas may be noted at the 
foot of the silo, and dead birds, animals and insects 
may attest to the lethal nature of the gas. 

The onset of symptoms is immediate. The patient 
may be overcome in the silo, where he may die if 
he is not dragged to safety. The severity of symp- 
toms varies with the concentration of the gas, and 
the duration of exposure. There is severe cough, 
productive of bloody, or perhaps rust-coloured 
watery sputum. Dyspnea is marked, there is a 
“choking” sensation, marked weakness, fever, and 
cyanosis. 

The patient may die of acute pulmonary edema 
in the first twenty-four hours. If he survives, the 
symptoms of the acute attack generally persist for 
about one week, subsiding gradually but not com- 
pletely. There may follow a latent period of two 
or three weeks, in which there is a relative remis- 
sion, except for progressive cough together with 
some malaise and dyspnea. Three weeks after ex- 
posure, there is a sudden exacerbation, with chills, 
fever, increasing cough, cyanosis and dyspnea. The 
patient may die of this new acute episode, or 
slowly begin his recovery, returning to normal by 
eight weeks after the initial exposure. 

Signs 8 

There may be severe respiratory distress. Cyan- 
osis is common, and hypotension, tachycardia, pale 
cold skin and other signs of shock may be present. 
Examination invariably reveals the characteristic 
finding — many fine, medium moist rales of a bub- 
bling quality throughout both lung fields on in- 
spiration. There may also be a few moist expiratory 
rales. Sibilant, asthmatic-type rales are occasionally 
prominent, signifying obstruction to expiration in 
the small bronchi and bronchioles. 

Laboratory Findings 9 

Moderate to marked neutrophilic leucocytosis has 
been reported. An increase in blood carbon dioxide 
tension may be a late finding, and carries a grave 
prognostic significance. An interesting feature in 
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some cases is methemoglobinemia®, apparently a 
result of systemic nitrite action. Culture of sputum 
usually reveals no pathogens. 

Radiological Findings ®. 9, 13 

Both lung fields are uniformly infiltrated with 
innumerable discrete nodular densities reminiscent 
of acute miliary tuberculosis, or perhaps histoplas- 
mosis in some of its forms. These densities tend to 
become confluent in severe and advanced cases. 
The findings, however, are minimal when compared 
with the marked impairment in pulmonary func- 
tion. These densities gradually clear completely in 
those who recover. 

Pulmonary Function Studies 13 

In some cases there is a decrease in maximal 
breathing capacity which is totally disproportionate 
to the fall in vital capacity or timed vital capacity. 
This has been interpreted as compatible with diffuse 
obstructive bronchiolar disease. 

Prognosis 9, 13 

It has been estimated that approximately fifty 
percent of cases sufficiently severe to warrant hos- 
pitalization are fatal. Half of these die within the 
first twenty-four hours. Almost all deaths occur 
within the first three days, after which survival is 
accompanied by a severe bronchopneumonia. There 
is no information available about exposed persons 
who do not develop symptoms, or who develop 
trivial reactions and recover without medical 
attention. 

Chronic pulmonary disease may be a sequel of 
silo-filler’s diseasel3. In one such case, there were 
increased bronchovascular markings two years 
after exposure, with no evidence of active paren- 
chymatous disease. Pulmonary function studies 
showed an increased residual volume, and de- 
creased maximal breathing capacity and timed 
vital capacity similar to that found in obstructive 
emphysema. Compliance was decreased, and dif- 
fusing capacity and arterial oxygen saturation were 
normal. 

Treatment 8. 9, 13 

As with farmer’s lung, prophylaxis is of primary 
importance. It is necessary to educate farmers re- 
garding the dangers of entering silos. They should 
not be entered for the first seven to ten days after 
filling, when nitrogen dioxide production is max- 
imal. Good ventilation should be provided at the 
silo base during this period, and fencing and other 
measures should be provided to keep children and 
animals away. A blower fan should be run before 
entering. A simple test for nitrogen dioxide has 
been suggested, but such a device demains to be 
developed. 

There has been insufficient experience with those 
who survive the first few days of this rare disease 
to evaluate treatment of this phase. However, cer- 
tain general principles should be followed. Any 
person with a history of exposure to nitrogen diox- 
ide should be hospitalized immediately, regardless 


of his immediate condition, because a deceiving 
latent period may precede the onset of fatal acute 
pulmonary edema. In hospital, the use of oxygen, 
particularly with intermittent positive pressure 
breathing apparatus, is of value. Antibiotics are 
indicated for secondary infection. Bronchodilators, 
administered with nebulizers, are also valuable. 
Methemoglobinemia and heart failure should be 
treated when present. Steroids are advocated for 
prevention of fibrosis, provided there is no hemop- 
tysis or tuberculosis. Other measures include the 


- use of expectorants. The general principle of 


therapy is to provide nonspecific and supportive 
measures until the organism can recover norma! 
pulmonary function. 

Summary 

Two little-known but well-documented syndromes 
of acute pulmonary disease in agricultural workers 
have been described. Farmer’s lung is an acute, 
diffuse granulomatous interstitial pneumonitis in- 
duced in susceptible individuals by exposure to 
moldy vegetable dusts. It is a common cause of 
minor illness among farm workers. The etiology is 
unknown. However, current etiological concepts 
implicate an immediate primary irritant effect of 
the dusts, together with later development of hyper- 
sensitivity to the dusts and/or molds. Clinically, 
uneventful exposure is followed in a few hours by 
acute onset of increasing dyspnea, non-productive 
cough, fever, malaise, cyanosis, and, with time, 
weight loss and muscle wasting. Characteristically, 
not all of those exposed develop this disease. Physi- 
cal findings are variable, with widespread rales a 
common feature. The radiological picture is one of 
diffuse interstitial pneumonitis with fine to coarse 
granular or nodular densities up to 1 mm. in 
diameter filling both lung fields uniformly. The 
picture is reminiscent of that in sarcoid. Diagnosis 
is based on the history, together with the clinical 
and radiological pictures. The condition is almost 
never fatal, the typical case resolving uneventfully 
in three months if re-exposure is avoided. Repeated 
exposures may result in varying degrees of pul- 
monary insufficiency, with severe cases proceeding 
to chronic fibrosis, emphysema and cor pulmonale. 
Treatment is largely prophylactic (prevention of 
exposure to responsible dusts). Treatment of the 
acute attack is symptomatic and supportive. 

The much-rarer silo-filler’s disease is a diffuse 
chemical pneumonitis produced by the irritant 
effect on bronchial and pulmonary membranes of 
nitrogen dioxide. This gas is elaborated in silos 
within seven to ten days of filling. Clinically, there 
is a history of exposure to an irritating, red to 
yellow gas in a recently-filled silo. All those ex- 
posed are affected, with immediate onset of cough 
productive of bloody, or rusty, watery sputum, 
together with marked dyspnea, a “choking” sen- 
sation, weakness, fever, and cyanosis. The im- 
mediate picture is one of bronchopneumonia and 
acute pulmonary edema, which may be fatg] within 














ing 
ute 
en, 


Fs, 
ble, 


for 


of 
ive 
nal 


nes 
ers 
ite, 
in- 

to 

of 
r is 
pts 

of 
er- 
lly, 


ive 
ne, 
lly, 
rSi- 
sa 


in 
“he 
Sis 
cal 


the 





October, 1960] 


The Manitoba Medical Review 615 





the first few days after exposure. If the patient 
survives this period, remission follows, with the 
beginning of recovery, or exacerbation of acute 
pulmonary insufficiency, with death, about three 
weeks after exposure. The pathology in those 
cases which eventually survive is marked by a 
bronchiolitis fibrosa obliterans. Physical findings are 
compatible with severe bronchopneumonia, with 
widespread moist rales a constant finding. Radio- 
logically, both lungs are uniformly infiltrated with 
innumerable densities in a picture very reminiscent 
of miliary tuberculosis. Pulmonary function studies 
are compatible with diffuse obstructive bronchiolar 
disease. The prognosis in all cases is poor, but 
varies with the duration of exposure and the 
concentration of the gas. Treatment is basically 
prophylactic, and demands education as to the 
dangers of entering newly-filled silos. The treat- 
ment of the acute phase is symptomatic and sup- 
portive only. Any patient with a history of recent 


=i 


exposure to nitrogen dioxide gas should be hos- 
pitalized, regardless of his condition, because acute 
pulmonary edema may follow a deceiving latent 
period after exposure. 
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The Treatment of Acute 
Alcoholic Psychosis 
W. G. Lamberd, M.B., M.Sc. 


Acute alcoholic psychosis is becoming a more 
familiar problem in many general hospitals as 
admission of alcoholics is more accepted. However, 
in the writer’s experience — from patients seen in 
consultation or from patients transferred to our 
hospital — the acute alcoholic psychosis often 
receives unsystematic treatment. It is the pur- 
pose of this article to point out some faults in 
the observed treatment of alcoholic psychosis and 
to outline a therapeutic routine that is effective and 
safe for this condition. 

Common Faults: 

(a) Use of narcotics is frequently resorted to in 
an effort to control disturbed behaviour. Commonly 
the mixture is hyoscine and morphine. Often, this 
is the only “treatment” given. The exhibition of 
narcotics is not justified on several grounds. 

(1) It does nothing to alleviate underlying causes 
of disturbance. 

(2) Engendered euphoria may add to unmanage- 
ability. 

(3) Unless given in potentially harmful dosage 
it is usually unsuccessful in controlling be- 
haviour disturbance. 

(4) Addiction is an obvious and decided risk. 

(b) Alcohol is often given, apparently on the 
basis that slow withdrawal is rational therapy. We 
know ¢*'no evidence to support this. It seems 


reasonable to assume that further alcohol can only 
prolong recovery and actually add to metabolic 
errors. We believe alcohol should be abruptly and 
finally withdrawn. Care should be taken to pre- 
clude inadvertent alcohol administration, e.g., in 
vitamin elixirs (often containing up to 16% 
alcohol). 

(c) Sedation is often given in insufficient dosage. 
Too small doses merely disinhibit the patient and 
exaggerate nursing difficulties. Paraldehyde is 
often used intramuscularly. If due care is not given 
to deep injection with rotation of sites, unpleasant 
sloughs may be encountered. 

(d) Dehydration and electrolyte imbalance are 
neglected. Every alcoholic psychosis has both. If 
untreated they may become of proportions that 
cannot be handled except in close association with 
a large and accurate laboratory. 

(e) Dietary and Vitamin deficiencies are ne- 
glected. Every case of alcoholic psychosis suffers 
from vitamin deficiency. 

(f) Physical restraint is applied. This nearly al- 
ways aggravates fear and excitement and com- 
pounds nursing care. 

To obviate the above and to ensure early control 
of psychosis it is good to use a standardized routine. 
The following is simple and effective: 

1. Diagnosis is established by a careful history 
and physical examination. This includes the record- 
ing of duration and intensity of drinking, type of 
alcohol, state of tremor, dehydration, presence of 
hallucinations, etc. Special laboratory tests to esti- 
mate electrolytes, liver damage, trauma may be 
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necessary, but should not delay initiation of 
therapy. 


2. Withdrawal of Alcohol, immediately, totally, 
in any disguise. 

3. Control of Psychotic symptoms — 

(a) Immediate: Intramuscular or intravenous 
Promazine 100-200 mg. If given intravenously, 
give slowly and use caution. In addition give 
sedation in sufficient amounts to control excite- 
ment, e.g., Sodium Amobarbital, gr. 334-7% intra- 
muscularly. 

(b) 1st 24 hours: Continue intramuscularly Pro- 
mazine 100-200 mgms. at 4-6 hour intervals to 
control hyperactvity. Further intravenous Proma- 
zine should usually not be necessary. Total dose 
of Promazine in this period should not have to 
exceed 1,000 mgm. Sodium Amobarbital may be 
repeated as necessary in doses of gr. 3% intra- 
muscularly 4-6 hourly. Hyperactivity should be 
controlled, but it should be borne in mind that 
dosage effect will be doubled due to potentiation 
of this combination. 

(c) 2nd day: Continue Promazine 100-200 mgm. 
intramuscularly every 6-8 hours. May require 
addition of Sodium Amytal intramuscularly, espe- 
cially to ensure sleep at night. 


(d) 3rd day: Promazine 100 mgm. q.i.d. orally. 
Sodium Amytal, gr. 3 orally b.i.d. (a.m. and h:s.). 

(e) 4th and subsequent days: Promazine 50 - 100 
mgm. t.id. by mouth. Barbiturates only at bedtime 
and should be stopped on 6th day. Promazine is 
decreased and stopped by 8th day. 


4. Control of Dehydration and Vitamin Deficiency. 

Immediate: Intravenously, 1,000 ml. 5 or 10% 
dextrose in water containing 10 ml. of high potency 
parenteral multiple vitamin preparation. If de- 
sired, Promazine may be added and given intra- 
venously with this solution. A suitable Vitamin 
preparation is Bejectal with Vitamin “C”, which 
contains per 10 ml.— Thiamine, 200 mgms, Pyri- 
doxine, 50 mgms., Riboflavin, 30 mgms.,Niacina- 
mide, 750 mgms, Ascorbic Acid, 100 mgms, and 
Sodium Pantothenate, 50 mgms. 

Ist 24 hours: Continue dextrose and water and 
vitamins according to dehydration — usually 2,000- 
3,000 ml. Electrolyte studies may reveal need for 
Potassium. 


2nd day: Continue intravenous fluid with vita- 
mins, but encourage fluids by mouth. 


3rd day: Intravenous should not be necessary, 
Oral bland fluids in quantity, e.g. glucose solutions, 
milk. May require an anti-emetic, e.g. Gravol 
(dimenhydrinate). Bejectal 2 ml. intramuscularly 
daily is now given until the 8th day. 

4th day: Patient is up and about and on a normal 
diet. 

5. Additional Therapy—May require symptom- 
atically 

(a) Antiemetics — for first 2 or 3 days. 

(b) Anticonvulsants — e.g. Dilantin if seizures 
occur due to alcohol withdrawal. 

(c) Antibiotics for respiratory infection. 

(d) Steroid therapy may be necessary in very 
severe reactions. 

(e) Antacid preparations for gastric irritation. 

(f) High potency oral vitamin preparations are 
given from the 8th day on. 

Discussion 

The above regime usually is sufficient and 
effective in the control of acute alcoholic psychosis. 
Promazine is the ataractic of choice due to being 
injectable with smaller volume and having less 
propensity to cause jaundice. Intravenous use is 
not dangerous with suitable precautions, but intra- 
muscular administration is safer and should be 
used in milder cases. The treatment of dehydra- 
tion is vital. Intravenous administration is neces- 
sary initially in nearly all cases, but later oral 
fluids should be encouraged. Glucose is necessary 
for caloric intake and possibly as a liver protection. 
Vitamins are necessary to combat the inevitable 
avitaminosis of the alcoholic and also assist glucose 
metabolism. 

Summary 

A standard treatment regime for alcoholic psy- 
chosis is described, the main components being the 
use of Promazine, barbiturates, glucose, fluids and 
high potency Vitamin therapy. 

Certain inadequacies of treatments which we 
have seen are commented upon. 

It is felt that the institution of a standardized 
regime of treatment eliminates the possibility of 
unacceptable treatment in a potentially dangerous 
condition. 
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Elizabeth Scott (Matheson) 1887-88 


Pioneer! 
Dr. Elizabeth Beckett Matheson, 1866-1958 


Ross Mitchell, M.D. 


Some fifteen years ago a slender book, “The 
Digger, A Study in Democracy,” came to me 
through the post from its author, Col. A. Graham 
Butler, D.S.O., of Canberra, Australia. We had 
never met, but we were of the same age, and a 
common interest in The British Medical Associa- 
tion — for Melbourne was about to play host to that 
body in 1934 as Winnipeg had in 1930 — caused the 
first exchange of letters. The desire of each of us 
to show to the other his own particular world kept 
up the correspondence which lasted over twelve 
years until his death. 

Col. Butler was a native of Queensland who 
studied medicine at Cambridge, practised in Aus- 
tralia and saw active service in the first world war. 
He was the first medical officer to set foot on the 
beach of Gallipoli. On his return the Australian 


Government commissioned him to write the “Of- 
ficial History of the Australian Army Medical Ser- 
vices in the War of 1914-1918.” He completed the 
work in three volumes although towards the end 
he was in great pain and almost blind from cataract. 
In 1945 near his death he wrote a little book as his 
tribute to the men of the Australian Expeditionary 
Force, The “Diggers.” The origin of that word had 
attracted him. He had made a close study of it and 
its connection with “pioneer,” a word which began 
its history as a strictly military term. The Oxford 
English Dictionary defines “pioneer” as (1) “one 
of a body of foot-soldiers who march with or in 
advance of the army preparing the way for the 
main body;” (2) “one who digs a trench, a digger, 
excavator, miner;” (3) “one who goes forth to 
prepare and open the way for others to follow.” 
Col. Butler says: “it seems probable that its 
secondary attribution the word ‘pioneer’ came to 
its present honour with the first explorers and 
settlers of the North American Continent.” 

There are certain qualities possessed in common 
by pioneers: courage, initiative, ability to stand 
privations, doggedness of purpose and loyalty to 
their comrades. Elizabeth Beckett Matheson and 
her husband had these qualities and their work in 
a new land opened up for settlement entitles them 
to the honour. 

May one mention how the idea of writing this 
little biography came? 

As a second-year student in 1904 I briefly met 
Dr. Matheson who had returned to Manitoba Medi- 
cal College to review the work of the final year. 
During the years between 1918 and 1941 when she 
was assistant medical examiner of Winnipeg school 
children, I saw her occasionally at medical meet- 
ings but our acquaintance was only casual. In 1948 
her name came to the fore when Toronto University 
awarded her an honorary M.D. degree after fifty 
years of practice. Recently, and by chance, I found 
the story of her life told by her daughter, Mrs. 
Ruth Matheson Buck of Regina. With this fuller 
knowledge and with the kind permission of Mrs. 
Buck, it is possible to set down the record. 

Elizabeth Beckett Scott was born of Scottish 
parents near Campbellford, Upper Canada, in 1866. 
When she was twelve her parents moved to Morris, 
Manitoba, where she attended school. With her 
brother’s encouragement she took her matriculation 
and teacher’s training in Winnipeg and became a 
school teacher. A tall dark-haired girl of nineteen, 
she was teaching near Cook’s Creek when at a 
picnic in 1885 she met a rollicking giant of a man, 
John Richard Matheson, who was eighteen years 
her senior. It was a chance meeting of only a day, 
but when he returned to British Columbia he began 
writing to her. They were separated by distance. 
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age and outlook on life, but six years later they 
married. Much happened in that interval. 

She taught school for two more years, then in 
1887 she returned to Ontario to assist voluntarily 
in the work of a remarkable Englishwoman, Miss 
Ellen Bilbrough. At her own expense Miss Bil- 
brough brought orphan boys and girls from the 
Quarrier Homes near Glasgow and placed them in 
Canadian homes. She sensed the fine quality in 
Elizabeth and offered to send her for one year to 
the Women’s Medical College at Kingston. This 
school had been started in 1882 when Queen’s 
University refused to admit women as medical 
students. After her year’s study Elizabeth returned 
to school teaching in Manitoba to finance further 
medical studies. The Presbyterian Church asked 
her to go to India as a teacher and zenana worker 
for seven years and she readily agreed. In India 
she developed malaria and had to return in the 
spring of 1891 with the intention of continuing her 
medical education as soon as her health permitted. 
She visited her sister in Vancouver that summer 
and again met John Richard who was establishing 
himself as a building contractor in New West- 
minster. In December they were married. She was 
now a mature woman and his outlook on life had 
changed. 

John Richard Matheson was descended from the 
earliest Red River settlers. Three of his grand- 
parents had come from Scotland with the Selkirk 
settlers of 1812, the fourth grandparent, John 
Pritchard, of Welsh extraction, had come west in 
1801 with X-Y or New North West Company. The 
Mathesons were originally Presbyterians but for 
nearly forty years there was only an Anglican 
Chaplain at Red River and some of the early 
settlers became Anglicans. Among them was John 
Richard’s cousin, Samuel Pritchard Matheson, who 
became Archbishop of Rupert’s Land and Primate 
of Canada. Because of his father’s early death 
following an accident, John Richard, oldest of the 
family, had little schooling. His mother married 
again, and the youth of twenty went to the Saskat- 
chewan country as a freighter with Cunningham’s 
brigade. He had a wonderful physique and he 
turned his hand to whatever employment the new 
countries offered. 

When the Canadian Pacific Railway was pushing 
its line through the mountains he secured the con- 
tract for a bridge over the Fraser River. In 1891 
he attended a meeting in New Westminster led by 
the Methodist revival team of Crossley and Hunter. 
The strong religious element in his being inherited 
from Mathesons and Pritchards responded to their 
appeal, and his way of life changed. 

He volunteered for missionary service with the 
Presbyterian or the Methodist church, but the in- 
fluence of his younger brother Edward, an Anglican 
missionary, prevailed. He went back to the Saskat- 
chewan country as a catechist and teacher in pre- 
paration for ordination as an Anglican priest and 





was assigned to Onion Lake at a salary of $300.00 
a year. He never received more than $600.00 in 
salary but he said: “I earned a good living serving 
the Devil, I can earn a better one serving the Lord.” 

Onion Lake is on the border between Alberta 
and Saskatchewan, one hundred miles northwest of 
Battleford «“hich was the capital of the Northwest 
Territories before Regina was chosen. A Cree Indian 
reserve, a detachment of North-west Mounted 
Police, a telegraph operator, a Roman Catholic and 
an Anglican mission chapel and school made up the 
remote community. It was Elizabeth Matheson’s 
centre for twenty-seven years. 

Life there was not easy. When her first baby was 
six weeks old, Elizabeth undertook the teaching of 
children, first in the church, later in the Matheson 
house which John had enlarged. At first there were 
twelve children in the school but the members 
increased until there were sixty to eighty made up 
of treaty Indians, a few whites, the majority Metis. 
The yearly budget was less than $4,000, much of it 
contributed by John. To help he carried on inde- 
pendent projects, ranching and freighting to Battle- 
ford, Edmonton and Saskatoon. The work prospered 
and he insisted that his wife should complete her 
medical studies. 

In September 1895, she began her second year at 
Manitoba Medical College and in 1898 she gradu- 
ated from Toronto Women’s Medical College and 
received her degree from Victoria University. At 
the time of her graduation she had three daughters 
and during the years of practice at Onion Lake four 
more daughters and two sons were added. One 
son, Selkirk, is now personnel manager of the 
Lloydminster Co-operative, thirty-five miles from 
his birth place. 

Dr. Matheson’s practice covered a wide area. At 
first no other doctor was nearer than Battleford, 
one hundred miles, but with the arrival of the Barr 
colonists at Lloydminster a doctor settled there. 
John built a hospital with an operating room and 
four wards. In 1901 Dr. Elizabeth was appointed a 
government doctor for the Indians at $300.00 a year. 

In 1912 John Matheson suffered a cerebral haem- 
orrhage which partially crippled him. He died in 
1916 and his wife continued her work until 1918 
when she secured the appointment to assist Dr. 
Mary Crawford, the first whole-time medical ex- 
aminer of Winnipeg’s public school children. This 
work continued until she retired at the age of 
seventy-five. 

Fortunately her health remained good so that 
she was able to travel by air to the home of her 
daughter in Texas during the winters and to return 
to Canada for the summers. In her ninetieth year 
she was an honored guest at the Jubilee of the 
Diocesan Woman’s Auxiliary in Saskatoon. She 
died in January, 1958, at San Antonio, Texas and 
in July of that year a memorial service was held 
at Lloydminster for “the first woman doctor in 
Saskatchewan.” 
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Wyeth introduces 


of unprecedented effectiveness 
for ANGINA PECTORIS 


CARVA 









a new coronary 
vasodilator 


SIN’ 


Isosorbide Dinitrate, Wyeth 
1 rapid onset 2 prolonged action 
acts within 15 to 30 minutes benefits last up to 5 hours 
3 consistent effect 4 unusual safety 


1. Riseman, J. E.F., et al.: 
Circulation 17:22-39 
(Jan.) 1958. 


2. Sherber, D.A.: 
Personal 
Communication 


(Oct.) 1959. 


WaLRER Van, OmmARIO 


*Reg. Trade Mark 


more patients respond to therapy transient headache only reported side effect 


CARVASIN significantly reduces the number, duration, and severity 
of anginal attacks, often when other long-acting coronary vasodi- 
lators fail. Exercise tolerance is increased, pain decreased, and the 
requirements for nitroglycerin either drastically curtailed or 
eliminated. 


CARVASIN acts rapidly in comparison with other prophylactic 
agents, and patients usually experience benefits within 15 to 30 
minutes. The effects of a single dose of CARVASIN persist for 4 to 
5 hours. 

The only side effect observed has been transitory, easily con- 
trolled headache, normally considered an expression of effective 
pharmacodynamic activity.’ 


Sherber,? summarizing his experience with CARVASIN, states it 
is “the most effective medication for the treatment of coronary insuffi- 
ciency available today.” 

SUPPLIED— White, scored tablets—bottles of 100 and 500. 
DOSAGE — Average dose is one tablet (10 mg.) taken one half 
hour before meals and at bedtime. Individualization of dosage 
may be necessary for optimum therapeutic effect; dosage may 
vary from 5 mg. to 20 mg. q.i.d. 
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Editorial 


—_— LS Eee Eee 
S. Vaisrub, M.D., M.R.C.P. (Lond.), F.R.C.P. (C.), F.A.C.P., Editor 


Laying An Egg 
“It is very provoking to be called an egg.” 

Alice in Wonderland. 

In the not too distant past, breakfast was a meal 
of appealing simplicity. It usually featured as its 
piéce de resistance, eggs in various forms and com- 
binations. These would arrive — boiled or poached, 
fried or scrambled (never shirred)—as a crowning 
glory after the hurried prerequisite vitamin loaded 
fruit drink and the required “regulatory” cereal, 
and would go a long way toward reconciling the 
reluctant riser to the demands of the wakeful state. 


Alas, these happy mornings are no longer with 
us. They belong to the halcyon days of the B.C. 
(before cholesterol) medical era, when cholesterol 
was a substance of interest only to biochemists and 
to medical students on the eve of examinations. 
Now that cholesterol has become a household word 
with sinister implications, it has radically changed 
the status of the égg from that of a friend to one of 
a foe. This tempter of the palate has been declared 
an enemy of the arterial intima to be eschewed by 
all righteous citizens living in fear of thrombosis. 
The egg is no longer welcome at the breakfast 
table. 

Apart from radically changing the national 
dietary, this culinary ostracism of the egg has had 
unexpected repercussions in seemingly unrelated 
fields of language, social intercourse or even poli- 
tics. Such colloquialisms as a “bad egg,” to “lay an 
egg,” a “fresh egg,” to “egg on” have acquired re- 
inforced menacing connotations. Who would dare 
befriend an “egghead,” or — heaven forbid — elect 
him to public office? 

Despite the rising crescendo of the “hate the 
egg” campaign, egg lovers the world over need not 
despair. Their cause is not a lost one. Voices can 
be heard singing praises. Bouquets can be found 
among the brickbats. The strongest plea yet for 
the rehabilitation of the egg comes from the pen 
of Alvin F. Colburn of the Department of Pedi- 
atrics, New York Medical College (The Lancet, 
April 16, 1960), who introduces the concept of egg 
yolk as a dietary inhibitor to rheumatic suscepti- 
bility. He brings substantial evidence both clinical 
and experimental to support the thesis that low 
consumption of eggs in childhood is associated with 
a high incidence of rheumatic fever as well as 
increased frequency of recurrences. This he attri- 
butes to the lack of antiallergic substances normally 
Present in egg yolk. The supplementation of the 
diet with whole egg yolk or its alcohol soluble 
fraction has, according to Colburn, significantly re- 
duced the number of rheumatic recurrences. 


The possible corroboration of Colburn’s hypothe- 
sis by further researches will no doubt confront 
housewives with a tantalizing dilemma. To serve 
eggs and thumb their noses at Thrombosis, or not 
to serve them and court rheumatic fever? Per- 
chance, to compromise and split the egg giving the 
yolk to the young and the white to the old? 

This reductio ad absurdum is not without a moral. 
It warns us against putting all our conceptual eggs 
in one theoretical basket. Fashionable theories 
too can “lay an egg.” 


ww 


Au Revoir 


To greet a convention is to follow custom. To 
bid it au revoir, is to create a precedent. Having 
accorded with tradition in welcoming in its last 
issue two important medical meetings, the Review 
now takes pleasure in giving them a grateful send 
off. In a way an editorial goodbye makes more 
sense than an editorial hello, for it conjures up not 
vague anticipations of things to come, but solid 
memories of expectations come true. 

Not only does parting evoke conventional sweetly 
sorrowful recollection, it also provokes sober re- 
flection. To the analytically minded it offers a 
suitable setting for appraisal, stock taking and 
evaluation. To others not so inclined it presents an 
opportunity for random thoughts of a more general 
character, reflections upon the nature of conven- 
tions, their meaning and raison d’etre, their whys 
and wherefores — reflections that can be summed 
up in one question: Why conventions at all? 

That everyone loves a convention is axiomatically 
obvious. That this affection is not of a uniform 
motivation is equally apparent. Some like a con- 
vention because it is a source of knowledge, a 
reservoir of information, a preview of things to 
come. Others enjoy its social atmosphere, the op- 
portunity it offers for meeting people, renewing 
old friendships, striking up new acquaintances. 
Many take delight in its administrative, organiz- 
ational, business and policy-making aspects, as 
well as its prestige conferring, name and place 
throwing potential for future conversations. Many 
more, perhaps, luxuriate in its pleasurable in- 
formality, viewing the convention as a welcome 
escape from routine into a gay carnival—a holiday 
blessed by the Department of Internal Revenue. 

Such are the joys of a convention. The list is 
impressive, but is it complete? Is that all there is 
to it— business, instruction, recreation? Has not 
something vital been omitted? 
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TIME-TESTED 


in the management of 


ACUTE PULMONARY 
EDEMA 


HYPERTENSIVE 
CARDIOVASCULAR 
DISEASE 


CONGESTIVE 
HEART FAILURE 


ASTHMA 







“THEOLAMINE” 


BRAND OF AMINOPHYLLINE 


.. highly water-soluble...rapidly absorbed...well-tolerated 
A potent coronary vasodilator. A potent bronchodilator. An effective diuretic. 


““THEOLAMINE” 
Tablet No. 313 
Theolamine............ 1% gr. (0.1 G.) 


“THEOLAMINE” 
and PHENOBARBITAL 


Tablet No. 326 
heolamine........... 1% gr. (0.1 G.) 
Phenobarbital......... 44 gr. (15 mg.) 


DOSAGE: One ortwo tablets 3 times daily. 


“THEOLAMINE”’ 

Ampoule No. 541 

Theolamine............ 7% er. (0.5 G.) 
Distilled water to 10 cc. 


DOSAGE: 10 cc. injected slowly (3 to 5 
minutes) intravenously, repeated every 
6 hours if necessary. 


*“THEOLAMINE” 
Tablet No. 411 (ENTERIC COATED) 


co re 3 gr. (0.2 G.) 
DOSAGE: One tablet three times daily. 


CAUTION: The intravenous injection of 
“THEOLAMINE?” should be carried out 
very slowly, 3 to 5 minutes being taken to 
inject the dose. 


*Specially coated with “Polymer 37” to 
avoid stomach irritation yet disintegrate 
readily in the intestine. 


wy Charles & Frost & Co 
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Yes, there is a facet of conventions that has not 
been touched upon—a facet that does not lend itself 
to easy definition. It can be best described as an 
air of excitement more akin to that of a hunt or 
a fishing trip than that of a bazaar or country fair. 
This undercurrent of pleasurable tension is diffi- 
cult to explain. In the case of fishing or hunting 
the thrill is likely due to an atavistic urge, for 
originally these sporting activities subserved an 
essential function in the struggle for existence. 
Hunting and fishing were not holiday pastimes, but 
means to a practical end — that of obtaining food 
for survival. This end no longer motivates the 
sporting hunter and the amateur fisherman. What 
yesterday was means to an end became today 
through the mysterious alchemy of emotion an end 
in itself. 

Is it possible that medical conventions have a 
similar origin and development? Perhaps, origin- 
ally when communication was difficult and sources 
of information scattered and scant, these meetings 
were essential for professional survival. Now, when 
all the sources of knowledge are at one’s fingertips, 
and one need only to reach for the telephone to 
communicate, the need is not too apparent. It may 
well be that not unlike fishing and hunting, con- 
ventions too havé become ends in themselves — a 
sophisticated sport. 

This unorthodox explanation makes it under- 
standable why an oto-laryngologist can be found 
listening to an obstetrical lecture, or a pediatrician 
to one on senile dementia. It may even explain 
why the writer of these lines was caught napping 
at (of all things!) a surgical panel. Such is the 
lure of a favorite sport. It is fun to fish for bits of 
knowledge, cast most of it back into the sea, yet 
retain memories and some mementoes of a good 
catch. 

Conventions are fun. They are school, parliament. 
fair, party and great sport, rolled into one! 

Let us roll out the red carpet for the next one 


that comes to town. 
Ed. 


* 


Letter to The Editor 
Se 
Dear Editor: 
I like your publication very much, but have 
difficulty with your language which, my amigos 
assure me, is English. Why do you not publish at 


the end of your articles “Sommario in Interlingua,” 
like the “Annals of Internal Medicine,” “Circu- 
lation,” “Blood” and many other journals with 
good reputacion? 
Fidelis Castroil, M.D., 
Havana, Cuba. 


Editor’s Note: 

We should very much like to please our readers 
in Latin America by publishing summaries in 
Interlingua. We fear, however, that in so doing we 
would be letting down our friends in Samarkand, 
Jukarta, Leopoldsville and other places of the 
world to whom this latinized international language 
is totally unfamiliar. We could, of course, choose 
another international language, but which one? 
Esperanto? Ido? or the new Russo-Chinese-Laotian 
(with some Spanish thrown in for Cuba) version? 
There are now almost as many international 
languages as national ones. 


Let, however, our readers in distant lands not 
despair. Knowledge of the English tongue is no 
longer essential for the perusal of Medical Scientific 
Publications. With a working knowledge of analy- 
tical geometry, plotted curves on coordinates and 
abcissas, algebraic equations, diagrams, abbrevia- 
tions, and with an eye for blurred photography, a 
skilful reader can get by without troubling about 
the subtleties of language. Per que interlingua? 


« 


Book Review 
pow coe 


The Horner Manual, Aids to Diagnosis, 3rd Edition, 
96 pp. Price $2.00. Frank W. Horner Limited, 
Montreal, Canada. 


Tailored to fit nicely the pocket of any suit 
whether it be Continental or Ivy, and any coat 
whether it be sportcoat or labcoat, this trim manual 
is a useful aid to medical students and practising 
physicians in search of ready and reliable informa- 
tion on the use and interpretation of essential aids 
to laboratory diagnosis. 


Long overdue (eight years between editions is 
too long an interval) this 3rd Edition, revised and 
enriched by new data, is sufficiently updated to 
possess the quality of dependability which is so 


important in a manual of this type. 
S.V 
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PENICILLIN-FREE POLIOMYELITIS VACCINE 
POLIOMYELITIS VACCINE 


Poliomyelitis Vaccine as prepared by the Connaught Medical 
Research Laboratories is now free of penicillin, as are also the following 
combined preparations: 


DPT POLIO VACCINE 





Diphtheria and Tetanus Toxoids For the immunization of Infants and Pre- 
combined with school children ONLY. NOT for school 
Pertussis and Poliomyelitis Vaccines children, adolescents or adults. 
Diphtheria and Tetanus Toxoids For REINFORCING doses only in school 
combined with Children. NOT for older adolescents or for 
Poliomyelitis Vaccine adults. 
TETANUS -POLIO VACCINE 
Tetanus Toxoid and For the immunization of adults against both 
Poliomyelitis Vaccine tetanus and poliomyelitis. 
(Combined) 


CONNAUGHT MEDICAL RESEARCH LABORATORIES 
UNIVERSITY OF TORONTO 
TORONTO 4, CANADA 





Established in 1914 for Public Service through 
Medical Research and the development of 
Products for Prevention or Treatment of Disease 


Depot for Manitoba 


BRATHWAITES LIMITED 
429 Portage Avenue at Vaughan Street, Winnipeg 
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Questions and Answers Page 


In order to keep the medical profession informed as fully as possible in all matters relating 
to Association business, medical economics and prepaid medical care, this page welcomes questions 
pertaining to these fields. 


Question: 

Do all the recipients of Old Age Pensions come 

under the Provincial “Medi-Care” programme? 
M.D. 
Answer: 

No, they do not automatically come under the 
Medi-Care programme. 

In 1959 “An Act Respecting Social Security for 
Residents in Manitoba” became law. Section 3 and 
3A reads as follows: 

3. “Subject as herein provided, the Government 
of Manitoba and each of the several muni- 
cipalities in the province may take such 
measures as are necessary for the purpose of 
ensuring that no resident of Manitoba, includ- 
ing an Indian as defined in the ‘Indian Act’ 
(Canada), lacks 
such things, goods, and services as are essen- 
tial to his health and well-being, including 
food, clothing, shelter, and essential surgical, 
medical, optical, dental, ‘and other remedial 
treatment, care, and attention.” 

The Medi-Care programme is thus designed by 
the Government of Manitoba with the utmost co- 
operation of the Manitoba Medical Association and 
other professional bodies to provide mevjical care 
for any recipient of Social Assistance from the 
province. 

The recipients of Social Assistance must apply 
for such help to the Provincial Department of 
Health and Public Welfare. The application is suc- 
cessful if despite the amount of income received 
the applicant can demonstrate the need for such 
assistance. In other words, there is no “means” test 
but there is a “needs” test. Thus any Old Age 
Pensioner who can demonstrate need is eligible for 
the Medi-Care programme. 

Question: 

Why does a duly qualified medical practitioner 
have to justify admission to hospital of certain 
patients or length of stay of patients in hospital. 

Doctor. 


Answer: 
The Regulations under the “Hospital Services 


Insurance Act” contains the following pertinent 
sections: 

Sec. 37 (1) An insured person shall be entitled 
to insured services only for the period of time fol- 
lowing admission during which the insured services 
are medically required. 

Sec. 37 (2) To determine the period of time 
during which an insured person has need of insured 
service, the commissioner may require a hospital to 
secure from the patient’s attending physician and 
forward to the commissioner a written statement 
regarding the patient’s condition and the reason or 
necessity for the patient receiving insured services 


-or other treatment during all or any portion of his 


stay in hospital. 

Sec. 38 (1) No duly qualified medical practitioner 
shall admit or order to be admitted, to a hospital 
any patient unless he is of the opinion that is medi- 
cally necessary for the patient to be admitted. to 
hospital as an in-patient. 

Sec. 40 (1) When, in the opinion of the com- 
missioner, a doubt exists concerning the necessity 
for in-patient services in a specific case, the com- 
missioner may direct his medical consultant to 
investigate and report on the case. 

Sec. 40 (2) If, in the opinion of the commissioner, 
after consideration of the report of the medical 
consultant, insured services are no longer required, 
the patient shall not be entitled to further insured 
services in respect of the illness under review 
and the commissioner shall determine the date on 
which he will cease to make payments for that 
patient. 

Sec. 40 (3) The commissioner shall notify the 
hospital of the date on which he will so cease to 
make payments. 

Sec. 40 (4) The medical consultant or such other 
medical practitioner as may be designated by the 
commissioner shall have, at all times, free access to 
the hospital chart and all other hospital records 
pertaining to any insured person. 

These regulations are being studied by the Hospi- 
tal Relations Committee of the Manitoba Medical 
Association and by the Economics Committee to 
see if modifications of these should be attempted 
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in bronchitis... 


COSA- 
TERRAMYCIN 





Science 
for the World’s 
Well-Being 


Gz 


PFIZER CANADA (Division of Pfizer Corp.) 


5330 Royalmount Avenue, 
Montreal, 9, P.Q. 














EFFECTIVE ‘Of the treatment regimes tested, 
oxytetracycline (Terramycin) stood out as an 
effective single therapeutic agent . .. Continuous 
administration of oxytetracycline (Terramycin) 
is shown to be an effective measure in the treat- 
ment of chronic bronchitis. The improvement 
arising therefrom is considerable.’ } 

‘The most useful (oral antibiotic) is oxytetra- 
cycline (Terramycin) and there is no doubt as 
to its value in reducing the amount and the 
purulence of sputum.’ 2 

‘... oxytetracycline (Terramycin) appeared to 
be of value in so far as it improved a group of 
chronic bronchitics clinically, and reduced the 
amount of pus in their sputa.’* 

SAFE ‘The absence of serious toxic effects from 
the tetracyclines has encouraged many workers 
to observe the effects of these substances given 
daily in small dosage over a period of months. 
In one such trial, Helm and his colleagues 
(Lancet, 1954, ii, 630) concluded that oxytetra- 
cycline (Terramycin).appeared to be of value 
in so far as it improved a group of chronic 
bronchitics clinically. 


WELL TOLERATED ‘The most suitable drug 
for prolonged administration is probably oxyte- 
tracycline, (Terramycin) . .. This has given 
good results in a fairly high proportion of 
cases.’ * 

‘An analysis of records of bowel action of 288 
patients treated with the tetracyclines(including 
Terramycin) does not confirm that any one of 
them is more or less liable to cause diarrhea 
than the others.'® 


supply 

COSA-TERRAMYCIN CAPSULES 

250 mg. bottles of 16 and 100; 125 mg. bottles 
of 25 and 100. 

COSA-TERRAMYCIN PEDIATRIC DROPS 
10 cc. bottle with dropper assembly. 100 mg./ce. 
COSA-TERRAMYCIN SYRUP 

125 mg./5 cc. in 60 cc. and 16 oz. bottles. 
TERRAMYCIN IM SOLUTION 

100 and 250 mg. in boxes of five 2 cc. ampoules, 


references 


1. Edwards G., et al.: British Medical Journal, 
1957, ii, 263. 2. Lloyd, W. E., Practictioner, 
1455, 175, 670. 3. Stewart, I. Mc. D.G. Med. 
Press, 1957, 237, 524. 4. Howell, T. T. Practic- 
tioner, 1958, 181, 717. 5. Garrod, L. R. & Water- 
worth, P.M.: The Relative Merits of the Four 
Tetracyclines, Antibiotics Annual, 1959-60. 


3160P 











SO so 








(Aew 0} ‘AON) 

PesAuy eqojueW 

"“M’S Wo “Sig 
[82}U}|> YOOU-O0'0 | 








(ysuoWw Yree “sen, 
PUz Of JOlId “payp) 
Youn] 81S |POIPeWw 





(‘sanys pag °9 481) 
"Yount “UND SUL 











HEIS ‘PEW PAIDY “y 
UOBYUNT |@2!UIID “€ 


j22164NS OOF LL-OL 
21U!|D 
4OWN 00:0 1-6 


j@s@Uuesd UOpUeg 








spunoy ple 
1221PEW OO?ZL-LL 


jesoues Bediuuim 











(Aepsen| 481) 



























































@d}j!WWO> enssi) R10}! 
(Aepsen) puz) 
uoeyuny winyojyeues 
e2141/D OFZ eoe}1U0g “4S 
"SINYL YdY 8 PUZ) 
uoeyoun} 
e2!UN> ONT 
(Aepias Ysy) spunoy A 
*yuo> Aseuow 18214494840 00* LL ¢ ee tooo 
“IMd-O1PseD OOF LL | WUHD 4OWN! OO'LL “INd-O1PseD OOF LL 
spunoy SPUNCY | spunoy pueld 00'1 | spunoy spunoy 
122!PEW OO'LL 21pedoyiiO 00'8 j22164NS OO LL 214481PEeq OO" 1 | @oejIU0g “4S 
spunoy ple (AepseupaMm puzZ) 
pue *ju0> syjeaq jo 
$484S [82!U1/D O€*8 Malrsy “wd O¢'Z jedin1uny 
UOSYIUN] jeWUI|/D *Z e1Psor1esiw 
JeuIWas Aj,=a\\ (Aepsen, pig) JeuIWas Aj }aO/\\ 
‘wd 00'Z-00'Z 1 uoeyoun7 jeo!ul|> ‘w'd 00'Z-00'Z1 e285 
(Aepuow 4s1) 
spunoy Pe 00'LL UOSsYIUNT jeD!U1/5 26po} 190q 
90U919jU07> SIQUIWOS 
"ysl [2214115 OOFLL | SHeMPesBysog 0O'Z1 
@0U949jU0> BOIAIVS ,,V,, spunoy BIIAIVS ,,D,, S21A48S ,,4,, spunoy 
UWOGMEN 00°6 | sPUNoY 4484S OO'OL P4PAA PUBS OO' LL SPUNOY H84S OLS spunoy #&1S 0001 je2164ns 00'Z1 $,UaJpI!4YD 
Aepanyes Aepusg Aepsanu, Aepseupe, Aepsen, Aepuow jesdsoy 





& |] 





SONILIJAIW T1VLIdSOH 


* 


628 The Manitoba Medical Review [October, 1960 





SYMPOSIUM ON ORTHOPAEDIC DISABILITIES AND REHABILITATION 


There will be a one-day symposium on Orthopaedic Disabilities and Rehabili- 
tation on Saturday, October 29th, 1960. This will be held at the auditorium of the 
Medical College, Emily and Bannatyne, Winnipeg. 

Those taking part are: 


R. |. Harris, M.D., Toronto 

Earl D. McBride, M.D., Oklahoma City 
Claude N. Lambert, M.D., Chicago 
George J. Garceau, M.D., Indianapolis 

J. William Littler, M.D., New York 

Harold F. Sofield, M.D., Oak Park, Illinois 
John R. Cobb, M.D., New York 


This program is being arranged by the Orthopaedic Section of the Manitoba 
Medical Association. This symposium will be of interest to everyone. All prac- 
titioners are invited to attend. 


Registration for attendance is to be made with Mr. C. S. Sparling, Society of 


Crippled Children and Adults of Manitoba, 442 William Avenue, Winnipeg 2 
Manitoba. 
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Accident and Sickness Claim Forms 


At the time of writing (Aug. 27, 1960) it was 
then the intention of the C.M.A. to mail to the 
profession, instructions for use, and a sample pad 
of the Combined Form. This material was to be in 
your hands by the middle of September and to be 
put into use on October Ist, 1960. It is assumed 
that these dates have been met and at this time 
you have had an opportunity to put the forms to a 
practical test. 

Reviewing briefly, it is noted that the COM- 
BINED FORM (C.M.H.A.-1) may be used for any 
claim under both group and individual accident 
and sickness insurance policies and replaces all 
other forms in general use except in instances when 
only a Supplementary Statement or an Abbreviated 
Form is applicable. 

The Combined Form (C.M.H.A.-1) will be stocked 
by M.M.A. and you are asked to contact us for your 
future needs. 

The Loss of Time Benefit (C.M.H.A.-2) Supple- 
mentary Statement — is required only where the 
patient is claiming continued loss of time benefits 
for extended periods of disability. 

The Abbreviated Forms — C.M.H.A.— 

1A — Loss of time Benefit 

1B — Surgical and Medical Benefit 

1C — Surgical Benefit 
are required when less information than requested 
on the combined form is necessary. 

Both the Loss of Time Benefit form and the 
Abbreviated Forms will be submitted to you by 
your patient. 

The C.M.A. suggests that constructive suggestions 
concerning the use or format of these forms should 
be forwarded to the M.M.A. office for action. 


x4 


Seven Rules Will Help MD’s Avert 
Malpractice Suits 


There is no guarantee that a physician will not 
one day find himself faced with a malpractice suit 
—whether it is justified or not. 

However, there are some fundamental rules 
which — if he will keep in mind and utilize — will 
help the MD protect his reputation, his pocketbook, 
and possibly avert nuisance suits. Here are seven 
steps to follow: 

1. Be alert to dissatisfaction and uneasiness on the 
part of the patient or his family. Early recog- 
nition of trouble may give you time to repair 
strained relations. 


2. Don’t panic when the complaint or accusation 
is made. There’s a strong temptation to argue, 
alibi, or even retaliate; don’t do it. Just listen 
carefully and be thankful you may be getting 
advance notice of a legal action. 


3. Speak with extreme caution to the complaining 
patient. Above all, don’t admit you were at 
fault. Actually, most MD’s do not have the 
legal background to determine whether they are 
legally responsible for an untoward result. 


4. Notify your malpractice insurance carrier as 
soon as you suspect a malpractice suit is in the 
wind. Any delay may limit the chances of pre- 
paring an adequate defense. | 


5. Begin immediately to gather your records, 
reports, and other evidence which might be re- 
quired in your defense. Every shred of recorded 
evidence becomes important. But in no case 
should you alter your existing records. 


6. Don’t be too quick to insist that the insurance 
company settle a claim out of court. Experience 
has shown that unjust and absurd malpractice 
claims double and triple in areas where an MD 
is found to be a “soft touch.” 


7. If it is a justified claim, it should be settled out 
of court—preferably before a suit has been filed. 
But never settle without having competent legal 
advice. 


An extract from the A.M.A. News, 27th June 1960. 





Although the above article was written for an American 
publication, M.M.A. members may find it informative and 
applicable. 
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1960 Legislation of Interest 
to the Medical Profession 


Bill 8 — An Act to amend An Act to incorporate 
“Manitoba Health Service.’ The name of the 
corporation to which this bill relates was originally 
Manitoba Medical Service. In 1958 the name was 
changed to “Manitoba Health Service.” The pur- 
pose of this bill is to change the name back to 
“Manitoba Medical Service” and to make the 
corresponding change in the title of the Act. 


Bill 13—An Act respecting The Arborg Memorial 
Medical Nursing Unit District No. 36. 

Bill 26 — An Act to amend The St. James Charter 
(1). To provide for a hospital in St. James. 


Bill 52 — An Act respecting The Glenboro Medi- 
cal Nursing Unit District No. 16B. 
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Bill 62 — An Act to establish The Corporation of 
Metropolitan Winnipeg. 

Bill 64 — An Act to amend The Health Services 
Act. This amends the definition of hospital and 
provides that the scheme shall provide for a 
hospital with accommodation for nurses. 

Bill 66 — An Act to provide for the Education of 
Psychiatric Nurses. 

Bill 70 — An Act to incorporate Ste. Rose General 
Hospital. 

Bill 71 — An Act to incorporate St. Boniface 
General Hospital. 

Bill 72 — An Act to incorporate St. Boniface 
Sanatorium. : 

Bill 73 — An Act to incorporate Tache Hospital 
for Chronic and Geriatric Patients. 

Bill 74 — An Act to incorporate Residence Ste. 
Therese Home for the Aged, Otterburn, Manitoba. 

Bill 76 — An Act to amend The Hospitals Act. 
This amendment is to make it quite clear that the 
municipality in which an indigent patient resides 
at the time of his admission to hospital is liable 
for all hospital services provided to the patient, 
including those that are not payable as insured 
services under The Hospital Services Insurance Act. 
Since this was the intent of the legislation as 
originally enacted, the amendment is made retro- 
active to the first of January, 1959. Under section 
17 as it now stands, the accounts of the hospital for 
such persons as transients, tourists, and visitors 
and new residents are payable by the Provincial 
Treasurer. Under the amendment, the operator of 
the hospital will be responsible for the collection 
of amounts owing by persons who have resided in 
the province for less than three months. 

Bill 77 — An Act to amend the Hospital Services 
Insurance Act. Under the definition of “employee” 
a married woman who is otherwise an insured 
person, as the dependant of another insured person 
is not an employee, athough she may be employed. 
However, the definition of “employer” means a 
person having in his service three or more em- 
ployees. The purpose of the amendments is first 
to provide that married women excluded as above 
from the definition of “employee” are nevertheless 
employees for the purpose of determining whether 
a person is an employer; and, second, to provide 
that vie employer shall be included among the 
employees in order to ascertain whether he has 
three or more. Subsection (5) of section 12 pro- 
vides for the “collection” by an employer of certain 
arrears of premiums from employees. By the 
amendment, this would be done by deduction from 
wages or salary. The amendment further provides 
that premium arrears for current benefit periods 
must be deducted from employees’ wages earned 
during the first month of employment and that the 
instalments of premiums due for the next following 
benefit period shall be deducted from the employ- 
‘es’ wages. during either the first or the second 
month of employment. 


- 


Bill 79— An Act respecting the Trust Fund of 
the Forty-fifth Battalion of Canadian Expeditionary 
Forces. 

Bill 81 — An Act to amend The Legislative 
Assembly Act. This amendment increases the 
indemnity of the members of the Legislative 
Assembly from $2,000 to $2,667, and the expense 
allowance for the members from $1,000 to $1,333. 

Bill 82 — An Act to amend The Dental Associa- 
tion Act. 

Bill 85 — An Act to incorporate The Association 
of Dental Technicians in Manitoba. This Bill pro- 
vides for the corporation of dental technicians and 
authorizes them to do work of the kind specified 
in clause (d) of section 2 pursuant to a written 
certificate of oral health from a licensed physician 
or registered dentist attesting to the healthy con- 
dition of a person’s oral cavity. 

It sets forth who may be a dental technician and 
provides for licensing. 

It prohibits a dental technician from owning or 
operating X-ray or other dental equipment and 
provides a heavy penalty for contravention of these 
provisions. 

The Bill provides for the establishment of a board 
of directors of the association with power to pass 
by-laws for the administration of its business affairs 
and regulations with respect to ethics and discipline 
of dental technicians. It further provides for the 
inspection of their premises by The Department of 
Health and Public Welfare and the cancellation of 
any member’s licence upon direction by the Min- 
ister of Health and Public Welfare. 

Bill 86 — An Act respecting The Psychiatric 
Nurses Association of Manitoba. 

Bill 90—An Act to amend The Soldiers’ Taxation 
Relief Act. The purpose of these amendments is to 
provide that a person will not be excluded from 
the benefits of the Act by reason only of the fact 
that his income includes payments under the Act 
mentioned in the amendment. 

Bill 94 —An Act to amend The Winnipeg Charter, 
1956, and to validate By-laws Nos. 18152, 18276, and 
18311. The new section provides that the persons 
entitled to vote on money by-laws shall be the 
electors generally instead of the rate-payers as is 
required by the present section. 

Bill 96 — An Act to amend An Act to Incorporate 
the Winnipeg Board of Trade. The purpose of this 
Act is to authorize The Winnipeg Board of Trade to 
operate a restaurant and club room for its members 
and to apply, as a club, for club liquor licences. 
The amendments also change the time of the annual 
meeting from February to June and change certain 
references to “the Town of Winnipeg” to read “The 
City of Winnipeg.” 

Bill 108 — Elderly Persons Housing Act to vali- 
date By-law No. 19/59 of the Town of Swan River, 
By-law No. 1628 of the Rural Municipality of Swan 
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River, By-law No. 127 of the Village of Benito and 
By-law No. 1349 of the Rural Municipality of 
Minitonas. The Elderly Persons Housing Act pro- 
vides that the Province of Manitoba may make a 
grant of a sum equal to one-third of the capital 
cost of such construction and equipment, or an 
amount calculated by multiplying $1,200.00 by the 
number of beds that would normally be provided 
in such hostel in accordance with the plans and 
specifications, whichever is the lesser. Passed 
March 24th, 1960. 

Bill 111 — An Act to amend The Town Planning 
Act. This amendment makes the Minister of In- 
dustry and Commerce in charge of administering 
the Act instead of the Minister of Municipal Affairs. 

Bill 113 — An Act for granting to Her Majesty 
Certain Sums of Money for the Public Service of 
the Province for the Fiscal Year ending the 31st 
day of March, 1961. 

HEALTH AND PUBLIC WELFARE 


1. Executive Division ...................... $ 642,834.00 
ee 10,906,996.00 
3. Welfare Division ............................... 11,948,785.00 

$23,498,615.00 


Bill 119 — An Act to provide for a Guarantee of 
the Payment of Moneys payable under Debentures 
issued by Certain Hospitals to secure Moneys 
Borrowed. Passed March 24th, 1960. 

Bill 121 — An Act for granting to Her Majesty 
Certain Further Sums of Money for the Public 
Service of the Province for the Fiscal Year ending 
the 3lst day of March, 1960. 

Brought Forward $3,157,300.00 
HEALTH AND PUBLIC WELFARE 
1. Executive Division 
(d) Rehabilitation Program: 
(2) Rehabilitation Services: 
(a) Expenditures under Medical 
Rehabilitation Grant 606-12 ......... . $ 8,500.00 
2. Health Division 
(a) Psychiatric Services: 
(2) Brandon Hospital for Mental 
Diseases: 
(b) Supplies, Expenses, Equipment 
 & eee Saree 22,000.00 
(3) Selkirk Hospital for Mental 
Diseases: 
(b) Supplies, Expenses, Equipment 
ST TRONS q......2<.2- 2c. entero 27,000.00 


$57,500.00 

Bill 124 — An Act to amend The Veterinary Ser- 
vices Act. This amendment will permit veterinary 
services districts to be established in, or including, 
local government districts. 

Bill 125 — An Act to amend The Ophthalmic 
Dispensers Act. At present any person who was 
practising as an ophthalmic dispenser in Manitoba 
on the 18th of April, 1953, is entitled to be regis- 
tered on payment of the necessary fee. By the 


amendment, any person wishing to be registered 
under this provision must make application before 
lst January, 1961. 

Bill 132 — An Act to amend The Child Welfare 
Act. The enactment of The Social Allowances Act 
removed the necessity of determining a child’s 
residence when committing him under The Child 
Welfare Act. Several references to residence were 
left in The Child Welfare Act and these amend- 
ments remove such references relating to the com- 
mittal of a neglected child, the adjournment of a 
hearing for the purpose of getting further informa- 
tion as to residence, and the determination by a 
judge of the residence of a neglected child. 

Bill 134 — An Act to amend The Workmen’s 
Compensation Act. This amendment places de- 
pendent mothers of deceased workmen in a special 
class and allows The Workmen’s Compensation 
Board to make monthly payments not exceeding 
seventy-five dollars to a dependent mother. 

R.P.H.S. 


Ww 


Community Chest 


The 1960 campaign for funds on behalf of the 
41 health and welfare agencies of the Community 
Chest of Greater Winnipeg opened on Monday, 
September 26th, with an objective of $1,197,000. 

The objective is 5% more than was raised in 
1959 and represents the minimum needs of the Red 
Feather member agencies in providing essentia. 
services to the children, youth, the family and aged 
in our community. 

The campaign chairman is George H. Sellers, 
and John Burke-Gaffney is chairman of the Public 
Relations Committee. 


Ww 
Dental Services for Medicare Patients 


The Manitoba Dental Association receives a grant 
for dental services under the Government Medicare 
Plan. 

The dental services are divided into a somewhat 
emergency or lesser expenditure group, and a more 
comprehensive but elective plan. It is realized that 
under certain conditions or locations some members 
of the medical profession may be called upon to 
relieve pain or extract teeth for Medicare patients. 
The Dental Association would accept accounts for 
these cases. 

In cases of full mouth extraction, regardless of 
where it is done, the operator must obtain authority 
from the Manitoba Dental Association office, 416 
Medical Arts Building, Winnipeg 1, before any 
work is begun. This is to contain the plan within 
a very limited financial structure. 

M T.M 
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1960 COMMITTEE REPORTS 


Archives 


lo the President and Executive of 
The Manitoba Medical Association: 


Since the last annual meeting the following Manitoba doctors 
have passed away: 

John Power Howden, died November 4th, 1959. 
Melville Marshall Brown, died November 9th, 1959 
Walter Henry Patterson, died November 27th, 1959 
Charles Edward Scribner, died December 6th, 1959 
Duncan Farquhar McRae, died December 14th, 1959. 
Alvin Trotter Mathers, died January 4th, 1960 
Frank Smith MacDonald, died March 30th, 1960 
Marion Ruth Mathers, died April Sth, 1960. 

Esther Gorsey Hollenberg, died May 7th, 1960 
Arthur Leonard Jacobs, died May 13th, 1960 
Izchok (Irvin) Weisstub, died June 13th, 1960 
Ernest Harold Whelpley, died June 23rd, 1960 
Jules Philip Gussin, died June 24th, 1960 

John Alexander Gunn, died August 8th, 1960 

Dr. J. P. Howden, 1880-1959, one of a line of five successive 
physicians, ex-telegrapher and cowpuncher, practised in St. Boni- 
face. He was in turn alderman, mayor and Member of Parlia- 
ment for St. Boniface until being appointed to the Senate. He 
never lost an election. 

Dr. A. T. Mathers, 1888-1959, had a distinguished career in 
medical education. He was associate professor of medicine, pro- 
vincial psychiatrist, president of the Winnipeg Medical Society, 
vice-president of the Manitoba Medical Association, dean of the 
Faculty of Medicine, University of Manitoba, president of the 
Royal College of Physicians and Surgeons of Canada and of the 
Medical Council, LL.D., Man., 1949, Senior Member Canadian 
Medical Association, 1959. 

Dr. J. A. Gunn, 1878-1960, was known as a surgeon both 
military and civil, and as a good citizen of the community. In 
the 1914-1918 war he served as O.C., No. 1 Canadian General 
Hospital and received the O.B.E. and C.B. After his return he 
was chief surgeon of the Winnipeg General and St. Boniface 
Hospitals and professor of surgery. He was chief medical officer 
for the western region of the Canadian Pacific Railway. He was 
president of Manitoba Medical Association 1919-1920, a vice- 
president of The Canadian Medical Association, also president 
of the Canadian Club of Winnipeg and of the Manitoba Club 
and a member of the Institute of International Affairs. 


Respectfully submitted. 
Ross Mitchell, 


Chairman. 


Advisory to Provincial Government 


To the President and Executive of 
The Manitoba Medical Association: 


Following passage of the Social Allowances Act in August, 
1959, on November 19th the Minister of Health requested 
that a meeting be arranged with representatives of the Asso- 
ciation “to explore the steps and principles which are involved 
in creating a type of organized medical service for indigent 
persons in Manitoba.” This was referred by the Executive 
Committee to the Advisory Committee and on November 24th 
deliberations commenced. 

The teaching implications was discussed on December 3rd 
with the Dean, Faculty of Medicine, who also attended the 
December Executive Committee meeting with Doctors Gemmell 
and Fyles. Subsequently discussions with Dr, Cadham of the 
City Health Department were held by the Economic Committee. 

The Advisory Committee met on three occasions in January 
with representatives from the Department of Health. On 
January 24th the Executive Committee recommended a service 
comparable to that provided by M.M.S. and known as Plans 
“C” and “X.” Meetings continued throughout the month of 
February and the Executive Committee on February 21st passed 


the following resolutions: “THAT this Executive Committee 
approves of entering into an agreement with the provincial 
government for the care of Social Allowances Cases under an 
M.M.S. plan which would pay for Home and Office calls, 
omitting investigation and procedures in order to follow estab- 
lished patterns of practice as far as possible without interfering 
with medical teaching.” And “THAT the profession agrees 
to continue to perform services in hospital to Social Allowances 
Cases without charge as they have done in the past except in 
those areas in which other arrangements have been made (for 
example, where a municipality employs a municipal doctor or 
has general coverage under M.M.S.”; and a letter was addressed 
to the profession on February 26th. 

The matter of drugs was referred to the Pharmacy Committee 
and a list of drugs to be dispensed was prepared and accepted 
by the Executive Committee in May, with provision for changes 
in the list to be submitted by members to the Committee on 
Pharmacy. 

Members will have received a further letter dated June 29th 
from the Association and material outlining the Plan from the 
Department of Health and Public Welfare. 

The Plan went into effect July Ist. 

Respectfully submitted. 

F. G. Allison, 


Chairman. 


Executive Committee 


To the Members of the 
The Manitoba Medical Association: 


A hearty welcome is extended to the 52nd Annual Meeting 
of the Manitoba Division. C.M.A. Travel Team this year 
consists of Dr. R. M. Parsons, President, Dr. A. D. Kelly, 
General Secretary, and speakers D. G. Cameron and R. A. L. 
Macbeth. Other guest speakers are Doctors A. V. Allen, H. E. 
Bacon and P. Thorek. A welcome is also extended to Inter- 
national College of Surgeons members who are attending our 
meeting. 


2. 

During the 1959-60 Association year the Executive Com- 
mittee held eight meetings with an average attendance of 
twenty members and five invited guests. Meetings have been 
held in the Manitoba Medical Service Boardroom and the 
co-operation of the Board of Trustees in this regard is appre- 
ciated. The Officers were called to meet on nine occasions, once 
with the Committee on Economics. 

The following represents a brief outline of the year’s 
activities. For complete details see the individual committee 


reports. 


S. 
Canadian Medical Association 
The 93rd General Council meeting of the Canadian Medical 
Association was held on June 13th-14th in Banff. Manitoba 
representatives were: Doctors F. G. Allison, A. M. Goodwin, 
Ed D. N. C. McIntyre, H. L. McNicol, M. T. 


Modoekend, W. S. Neal, L. R. Rabson, R. W. Richardson, 
C. B. Schoemperlen and K. R. Trueman. Transactions will be 
published in the C.M.A.J. Scientific sessions were held on 
June 15th to 17th with June 16th a special Economics Day. 


4. 


District Medical Societies 
The assistance of the College of Physicians and Surgeons 
of Manitoba and the Canadian Medical Association in making 
grants to the Association to cover expenses of speakers attending 
the various District Society meetings has been continued 
throughout the past year and is greatly appreciated. 


5. 
Economics 
The foremost subject which has appeared on the agenda 
of the Economics Committee and the Executive Committee 
since receipt of a letter dated November 19th from the Minister 
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of Health and Public Welfare, has been the Medical Care of 
Recipients of lowances. The program now known as 
“Medicare” has been worked out only after much deliberation 
at many meetings and represents an attempt to co-operate with 
Government to fill the gap for persons unable to pay for 
medical care which our members previously rendered gratuitously. 
In this connection the Minister has set up a Committee to 
investigate the impact on medical teaching of a comprehensive 
medical care program. 

Other matters of concern to the Committee were the 
Statement on Medical Services Insurance; Fee Schedules and 
Insurance Companies; Economic lectures to medical students; 
Chronic hospital and extended treatment care; mandatory con- 
sultations; and of continuing study — M.M.S. underwriting; 
medical care for the aged and near indigent; and negotiations 
with Government. 


6. 
Hospital Relations 

This committee has been active in many subjects. It has 
representation on a joint committee with the Associated Hospitals 
of Manitoba, continues to act as a Review Committee for the 
Manitoba Hospital Services Plan and is ‘concerned with the 
number of internes for which the Plan should be responsible. 
The Committee has met on many occasions with other commit- 
tees dealing with Government to prepare a brief for presentation 
to the Hospital Survey Board 


4 
Medical Aspects of Traffic Accidents 
A consulting board to provide medical consultations on 
problems presented by the Motor Vehicles Branch was estab- 
lished. The Committee undertook the study of medical certifi- 
cates for drivers’ licences, ambulance services, etc. 


8. 
Nominees to M.M.S. Board 

As a result of the election subsequent to the 1959 Annual 
Meeting, the following were named to the Board of Trustees 
for three years from March, 1960: Doctors F. G. Allison, 
A. M. Goodwin, B. E. Loadman, M. R. MacCharles, D. N. C. 
McIntyre, L. R. Rabson and M. J. Ranosky. During the year 
Dr. G. M. Black, Portage la Prairie, resigned as Trustee and 
Dr. W. D. Bowman was appointed to complete his term. 


9. 
United Health Insurance Corporation Limited 
An amendment to the M.M.S. Charter was obtained in 
1959 and the United Health Insurance Corporation Limited 


Association representatives on the Contracts 
L. R. Rabson and R. L. Willows. 


was formed. 


Advisory Committee are Drs. 


10. 
Professional Policy Committee 

Draft Number Two of the Relative Value Index was 
approved at the May meeting of the Executive Committee with 
the exception of dermatologist fees. Negotiations have begun 
to adapt the fee schedule for M.M.S. purposes. Each Bloc 
which does not have direct representation on the Committee 
may send an observer to the meetings, and some have done so. 


ll. 
Public Relations 

A much talked-about subject during the past year and a 
most active committee. The first great project of the - 
mittee was a CBWT program, “Do You Want a Comprehensive 
Medical Care Program?” which appeared early in January on 
the Citizens’ Forum series 

A copy of the film “On Call to a Nation” was purchased 
by the Division and is available for District Medical Societies 
and other medical group showings. 

Mr. Telpner remains a part-time press relations officer for 
the Association. 


12, 
Sections 
Since the last report the following Sections have applied and 


gtanted mem ip as Sections: Internal Medicine, 
Obstetrics and Gynaecology, Paediatrics and Radiology. 


13. 
Special Committee on Nursing 
The Joint Committee with representatives from the Depart- 
ment of Health, Associated Hospitals of Manitoba and the 
Manitoba Association of Registered Nurses, has not met. 
Discssion has continued with particular reference to the 
Hospital Survey Board. The problem is still under study. 


14, 
Special Committee on Tissues 

A joint committee with representatives from the College of 
Physicians and Surgeons of Manitoba — Drs. A. R. Birt and 
C. B. Stewart; and the Manitoba Medical Association — Drs. 
F. G. Allison and L. R. Rabson, met with M.H.S.P. repre- 
sentatives to discuss the need for examination of tissues removed 
at operations in hospitals with a small medical staff. 

The M.M.A. is committed to establish Area Tissue 
Committees to act as “Tissue Committees” for those hospitals 
the Association considers to have an insufficient number of 
attending doctors to form such a committee. 

The terms of reference of such Area Committees shall be: 

a) To examine all tissue reports. 

b) To study all charts in which laparotomy or thoracotomy 

has been performed and where no tissues were removed. 

c) To keep a tissue audit of each doctor who attends the 

hospitals which are in the category described above. 

d) To send a summary of findings to the Manitoba Medical 

iation after each meeting. 

A meeting of District Medical Society representatives has 
been arranged to organize the Committees. 


15. 


Staff 

On the recommendation of the Liaison Committee, Mr. R 
P. H. Sprague was appointed Assistant to the Executive Director 
and Registrar on March Ist and has carried out his duties in a 
commendable enthusiastic manner. He has been responsible for 
necessary re-organization of the office facilities since a decision 
was taken not to acquire the M.M'S. Osborne Street property. 

Miss Bogden, Miss Graham and assistants have rendered 
efficient service on behalf of the Association. 

Respectfully submitted. 

F. G. Allison, 


President. 


R. O. Flett, 
Finance 


To the President and Executive of 
The Manitoba Medical Association: 

Members of your Finance mittee for the past year have 
been Doctors A. A. Campbell, D. L. Kippen, N. I. Corne and 
R. T. Ross. The President and Honorary Secretary have 
attended most of the meetings as ex-officio members. 

During the year the usual duties of the Finance Committee 
were performed and two main problems were investigated: 

(1) The budget for 1960, a copy of which is attached. 

(2) The establishment of a Pension Fund for the Associa- 
tion’s employees was carried further. It was felt that 
the services of a consultant actuary were required and 
Wm. Mercer and Company is now compiling the 
necessary statistical computations. It is hoped that the 
Fund will be set up in the near future to everyone’s 
satisfaction. 

The expenses of running the organization efficiently are 
increasing and although this increase is being partly covered 
this year by an increase in mem! ip, this cannot be counted 
on in the future and some small increase in fees may be necessary. 

The Financial Statement for 1959 and for the period January 
to —— 31st, 1960, are attached. 

I would like to thank the members of my committee for 
their excellent support during the past year. 

Respectfully submitted. 

W. S. Neal, 


Chairman 
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Winnipeg, February 10, 1960 
The Manitoba Medical Association, 
Winnipeg, Manitoba. 
17. 

We have examined the balance sheet of the Manitoba 
Medical Association at at December 31 1959 and the statement 
of revenue and expenses for the year ended on that date, and 
have obtained all the information and explanations we have 
required. Our examination included a general review of the 
accounting procedures and such tests of accounting records as 
we considered necessary in the circumstances. 

Our comments on the attached financial statements are as 
follows: 

Results for the Year 

Revenues exceeded expenses by $7,572.90, which compares 
with a net revenue of $2,978.59 in the preceding year. The 
increase in net revenue arises mainly from realizing a surplus of 
$641.07 from the M.M.A. annual meeting, which a year ago 
sustained a loss of ‘$3,228. 46, and to an neeepeet of $3,877.82 
in the net operating results of the Manitoba Medical Review. 
The principal item of increased expense was travelling, which 
showed an increase of $3,197.92. The services of an actuary 
were engaged in connection with the fee structure and al 
his account has not been received a provision of $1,000.00 for 
this expense has been made in the financial statements. 


Particulars of membership and rates of fees are as follows: 


713 Members at $40.00 $28,520.00 
18 Members at 30.00 = 540.00 
4 Members at 21.00 > 84.00 
56 Members at 20.00. 1,120.00 
19 Members at 15.00 285.00 
7 Members at 13.00... 91.00 
1 Member at 8.00 8.00 
8 Members at 6.00 48.00 
107 Members at 5.00 535.00 
933 $31,231.00 
rating revenue of the 


Ope: 
Manitoba Medical Review — $5,555.90: 

The increase of $3,197.92 in net revenue from the “Review” 
arises principally from larger advertising revenues and through 
the non-recurrence of a special payment of $2,500.00 made last 
year to the J. G. Whitley estate. 

Authorizations were found to be satisfactory with respect to 
all expenditures tested by us. 

Cash on hand and in bank — $1,562.53: 

This balance included a petty cash fund of $20.00 and 
balances of $1,542.53 on deposit in the Bank of Montreal which 
we have c ed. 

Accounts receivable — $2,750.84: 

Of this amount all but $743.42 had been collected up to the 
date of our examination and this balance is considered to be 
fully collectible. 

Investments — $62,892.50: 

During the year the Association acquired $10,000.00 par 
value of fully registered 3% Government of Canada bonds 
maturing in 1960 and 1961. 

We examined the bond certificates kept in the Association’s 
safety deposit box at the Bank of Montreal. Bond interest is 
recorded in the books on a received basis, which is consistent 
with the practice of previous years. 

In our opinion, subject to the foregoing comments, and 
according to the best of our information and the explanations 
given to us and as shown by the books of the Association, 
the accompanying balance sheet and statement of revenue and 
expenses are properly drawn up so as to exhibit a true and 
correct view of the state of the affairs of the Manitoba Medical 
Association as at December 31 1959 and the result of its opera- 
tions for the year ended on we Nag reaper Nerd 


ally accepted accounting principles — on a basis consistent 
with that of the preceding year. the transactions of the 


Association that have come within our notice have been, to the 
best of our information and belief, within the objects and 
powers of the Association. 
Price WaTerHouse & Co., 
Chartered Accountants, 


18. 


Cash on hand and in bank _. 

Accounts receivable: 
Review advertisers ___. 
College of Physicians and Surgeons _ 


ASSETS 
re _.$ 1,562.53 


_. $ 2,476.56 
274.28 2,750.84 


Investments in bonds, at cost 





(Quoted market value $55,887.50) _.. 62,892.50 
$67,205.87 
LIABILITIES AND SURPLUS 
Liabilities: 
Account payable _. acm eae 
Prepaid 1960 membership ‘fees... -—-:101.00 
Prepaid 1960 Review subscriptions _ ee 20.00 
Deposit held od exhibit at 1960 
annual meetin 150.00 
Provision for aud consulting fee ___ 1,000.00 1,298.00 
Surplus: 
Balance December 31 1958 $58,334.97 
Add — Balance of revenue for the year _ 7,572.90 
———— 65,907.87 
$67,205.87 
19. 
Statement of Revenue and Expenses 
For the Year Ended December 31 1959 
REVENUE 
Fees collected: 


Bl, 231.00 
Pe 239.00 


Current year (933 eo - 
Divisional members (4)... ——......- 
































Interest on bonds -. 2,340: 65 
Interest on savings bank account 144.16 
Medicine in Manitoba —________-____- __- 22.00 
Remuneration for secretarial services 
ae 83.46 
4,673.34 
$35,912.34 
EXPENSES 
Salaries of executive director and 
office personnel _____. $17,133.40 
fee ion 275.00 
Audit fee ___... 175.00 
Honorarium to liaison editor ——.________.. 200.00 
Actuarial consulting fee 1,000.00 
Business tax _.. 364.10 
C.M.A. annual meeting 111.05 
Executive and committee luncheons _____.. 1,234.77 
General expenses 1,107.60 
Office furniture and equipment ............ 544.40 
Printing, postage and stationery 2,062.10 
ic relations 550.00 
Rent eal an 1 ae 4,099.22 
Telephone _. _.. 827.10 
Travelling expenses s (Executive ‘members 
$2,896.65; meaenere $3,317.22) 6,213.87 
Travelling expense re C.M.A. 
General Counc ——_______. 2,223.12 
$38,120.73 
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LIVER EXTRACT VITAMIN B COMPLEX 
IRON STRYCHNINE 





HEPAFER 


AN EFFECTIVE TONIC in the Anemias, Convalescence, General 
Debility, Anorexia and Loss of Weight. 





Each fluid ounce contains: 


LIVER EXTRACT 
equivalent to 0.33 gm. fresh calf’s liver 


FERTINIC 

(Ferrous Phosphogluconate Desbergers) 
Thiamine Mononitrate 
Riboflavin (Vitamin B,) 
Niacinamide 
Strychnine Glycerophosphate 
Alcohol, 19% (Volume) 
Maltose, dextrine and dextrose. 

















HEPAFER is pleasant to the taste 
DOSAGE: 


1 to 2 teaspoonfuls, with water, a half hour 
before meals. 


PACKAGING: 
Bottles of 12 oz. 


DESBERGERS 
peo 

















> TIS OMS wes 








Octcker, 1960) 


The Manitoba Medical Review 








Les— 
Share of office expenditures borne by: 
Winnipeg Medical Society _......___.$ 1,320.00 
College of ew yt and Surgeons .. 2,034.00 
Manitoba Medical Review € 871.39 


$ 4,225.39 
———-_ 33,895.34 


Excess of revenue over expenses 
Add— 
Operating revenue of the “Manitoba 
Medical Review” as shown on 
schedule attached 5,555.90 





Balance of revenue for the year —._ 


20. 
Statement of Revenue and Expenses poet to 
Operations of the “Manitoba Medical Revie 
For the Year Ended December 31 i989” 
REVENUE i 
“tisers .. $24,295.57 
feocribers ~<a «= 
———$24,675.57 
DIRECT OPERATING EPENSES 
Salary $ 3,925.00 
Honorarium to editor _...._...._ 2,000.00 
inti 10,457.52 
Iustrations 730.55 
Stationery 475.31 
Postage 369.77 
Miscellaneous ............_-___.. 158.02 
eee as 97.11 


Accounting services 























18,248.28 


Secretarial and accounting 

salaries __ $ 296.05 
Rent and light 409.92 
Telephone 





871.39 
19,119.67 


$ 5.555.90 


Balance of revenue for the year 


21, 
Statement of Investments in Bonds 


December 31, 1959 
Market _Interest 
Description Par Value §_ Cost Value Revenue 
Govt. of Canada: 


3% 1960 $ 5,000.00 $ 4,837.50 $ 4,920.00 $ 62.05 

3% 1961 5,000.00 4,742.50 4,792.50 56.10 

444% 1983 5,000.00 5,000.00 4,225.00 225.00 
Prov. of Manitoba: 

3% 1968 2,000.00 1,965.00 1,565.00 60.00 

4% 1961 5,000.00 5,225.00 4,812.50 200.00 

44% 1968 5,000.00 5,087.50 4,350.00 212.50 
Hydro-Electric Power 

Comm. of Ont.: 

4% 1967 8,000.00 8,160.00 7,120.00 320.00 

4%4% 1969 2,000.00 1,997.50 1,755.00 85.00 

4% 1976 10,000.00 10,000.00 8,050.00 400.00 
Prov. of New Brunswick: 

3%% 1965 3,000.00 3,000.00 2,595.00 105.00 

4%% 1969 4,000.00 3,970.00 3,480.00 180.00 
B.C. Electric Co. Ltd.: 

4%% 1977 2,000.00 2,005.00 1,700.00 95.00 
Prov. of .t 

4%% 1976 2,000.00 1,940.00 1,710.00 90.00 

5% 1964 5,000.00 4,962.50 4,812.50 250.00 


$63,000.00 $62,892.50 $55,887.50 $2,340.65 








$ 7,572.90 


22. 
Budget for 1960 
INCOME 


Membership dues (1959-937) 


$32,000.00 





C.M.A. grant 
Interest on Bonds 


1,450.00 
2,400.00 





Interest on Savings 


100.00 





Bank 
Misc. Medicine in Manitoba Remun. Sec. Services 


EXPENSE 


100.00 


$36,050.00 





Salaries: Ex. Dir. and Staff 


$21,000.00 
275.00 





200.00 








1,000.00 
200.00 
375.00 





Business tax 
Executive dinner and luncheons 
General expense 


1,500.00 
1,000.00 





Printing, Postage and stationery _._____-_______. ___. 


Office furniture and equipment 
Public relations 


3,600.00 
2,000.00 
3,000.00 





Rent and light 


4,100.00 





835.00 





Telephone 


Travel Expenses, Ex. and Other Com. —-.. 
General 


3,500.00 
3,000.00 
2,500.00 





100.00 





Office renovation 


1,500.00 





M.M.A. Annual Meeting 


1,500.00 





Contingency Reserve 


1,000.00 





Less— Share of Office Exp. by: 
Winnipeg Medical Society 





College of Physicians and Surgeons .. L° ae 


Manitoba Medical Review _ 





$52,185.00 


$ 1,320.00 
2,034.00 
1,000.00 


# 4,354.00 


$29,000.00 
400.00 





$29,400.00 




















Mae “shes luncheon $11.25 





Exchange on cheques _. 





Accounting service and legal 


50.00 





OTHER EXPENSES 
Sec. account and salaries 





Rent and light ___._ B 


$19,170.00 





po eee 








Don’t settle for 
“slow-power” x-ray 


When anatomical motion threatens to blur ra- 
diographs, the 200-ma Patrician can answer 
with extreme exposure speed, twice that of any 
100-ma installation. Film images show im- 
proved diagnostic readability . . . retakes are 
fewer. And you’l] find the G-E Patrician is like 
this in everything for radiography and fluoro- 
scopy: built right, priced sensibly, uncompro- 
mising in assuring you all basic professional 
advantages. Full-size 81” table . . . independ- 
ent tubestand . . . shutter limiting device . . . 
automatic tube protection . . . counterbalanced 
fluoroscope, x-ray tube and Bucky .. . full- 
wave x-ray output. 

You also can rent the Patrician— 
through G-E Maxiservice® x-ray rental plan. 
Gives you the complete x-ray unit, plus main- 
tenance, parts, tubes, insurance, local taxes — 
everything—for one, uniform monthly fee. Get 
details from your local G-E x-ray representa- 
tive listed below. 


DIRECT FACTORY BRANCHES 


EDMONTON, ALBERTA 
10543 123rd St. © HUnter 8-9278 


WINNIPEG 
565 Portage Ave. © SPruce 5-2555 





Progress /s Our Most Important Prodoct 
GENERAL @ ELECTRIC 


RESIDENT REPRESENTATIVES 
CALGARY, ALBERTA 
W. W. WHITE, 61 Walnut Dr. © CHurchill 9-4336 
REGINA, SASKATCHEWAN 
E. R. BAXTER, 1233 Jubilee Ave. ¢ LAkeside 2-7314 
SASKATOON, SASKATCHEWAN 
R. A. MURIE, 2333 Hanover Ave. ¢ Dickens 3-2006 
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24. 


RECAP 
Revenue -..... $29,400.00 


Expense 20,295.00 








Balance -.. $ 9,105.00 
RECAP 
Revenues—fees, etc. ° $36,050.00 
M. M. Review 9,105.00 
Share Office Exp. W.M.S., C.P.& S., M.M.R. 4,354.00 











$49,509.00 
52,185.00 


Dr. $ 2,676.00 





Balance Sheet as at August 3Ist, 1960 


Cash: 
Petty Cash on Hand 
Bank — Current 





Savings 





13,327.76 $23,928.45 
Investments 62,916.13 
Accounts Receivable: 

Advertisers 

College of Physicians and Surgeons: 

Extra Mural 500.00 
Fee Taxing m 30.00 
Salary for Assistant 1,837.22 





$ 3,103.69 











5,470.91 





$92,315.49 


LIABILITIES AND SURPLUS 


Accounts Payable: 
Provision for Actuarial Consultant’s 
Fee $ 1,000.00 
Deferred Income: 
Annual Meeting Exhibits —..__ ._ 11,250.00 
Fee Paid in Advance —---- > 25.00 
Surplus 65,907.87 78,182.87 











$14,132.62 


Statement of Revenue and Expenditure for the Period lst January, 1960 to 3lst August, 1960 
REVENUE 


Fees CoLLecTeD: 1960 
Reier —__ £2 719 members @ $40.00 $28, oe 
4 10 members @ 20.00 


"16.00 1,568.00 


1959 Grads 15.00 315.00 
Salaried Combined Fee _ 13.00 26.00 
Combined H. & W. .- Se 30.00 540.00 
OS eee ae 6.00 72.00 
Semi-retired 9... 4 21.00 42.00 
Post-Graduate _ 20.00 700.00 
Non-Resident a . 39.00 


$32,262.00 
Pine 4 lee renee ee 
Pins OVA ____ ee ee 50.00 


$32,320.00 
Less owing by one member as 5.00 


$32,315.00 





REVENUE 
Fees Collected 
College of play fe and > am: 
C.M.A. Extra Mural — = Ss i 
Interest __. . 1,358.75 
Medicine in Manitoba —_____ 26.00 
Review ___. 7,962.64 
Secretarial Services 80.25 
Winnipeg Medial Society —_____ 880.00 $45,414.64 


EXPENSES 
Advertisers Discount Account $ 258.47 
Annual Meeting 51.14 
Actuarial Consulting Fee ——________- = 23360 
Bank Charges 
CM.A. Secretaries Conference 
Executive and Other Luncheons 
Extra Mural Expenses 
suommatny Memberships 
era 

















8.00 Plus 4 Insurance 


Comparison 1959 Comparison 1958 

705 @ $40.00 $28,200.00 685 @ $40.00 $27,400.00 
17 @ 20.00 340.00 15 @ 20.00 300.00 

15.00 15.00 
5.00 530.00 104 @ 5.00 520.00 
15.00 195.00 15.00 240.00 
20.00 120.00 20.00 120.00 
8.00 8.00 8.00 8.00 
30.00 480.00 30.00 450.00 
6.00 48.00 6.00 36.00 
21.00 84.00 21.00 63.00 
20.00 540.00 20.00 460.00 
78.00 13.00 104.00 


™ 


QQOHQDHDHDHOND 
a 
® 


a 


-_ 
— 


Wwewawe DW 


N 


N 
ANDOHAKH Aw 


QDOQDOHDOD 


910 $30,638.00 882 $29,701.00 
8.00 Plus 1 on account _. 30.00 
Plus 1 in advance 5.00 
Plus 3 div. members 6.00 


$30,646.00 $29,742.00 
Miscellaneous Wages 

Office Furniture and Equipment — 

Office Remodelling 

Printing, Postage and Stationery 

Rental of ea Miter 20. ae — 

Public Relations — 
Rent — Seating 
Review Illustrations 











Ceseiiaennee Insurance —______ 


45.92 

67.37 

336.56 

1,381.65 

Reps. to C.M.A. General Council 2,450.50 
Telephone _.. «530.78 $31.282.02 











14,132.62 





Excess Revenue over Expenditure 


$45,414.64 
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—n new “an 
cough — att 


goose 
to controi the cough 


and calm 1 calm the patient 


Expectorant action 
Antitussive action 
Antihistaminic action 
Sedative action 


RONELURSST 


EXPECTORANT 
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Membership 


To the President and Executive of 
The Manitoba Medical Association: 
27. 
There are 1,111 doctors in the Province of Manitoba. 
836 Winnipeg 
275 Rural 
910 Active Paid-up members ____. 
(897 in the Province) 


674 Winnipeg 
223 Rural 
13 Outside Prov. 
4 Winnipeg 
5 Rural 
23 Winnipeg 
1 Rural 
134 Winnipeg 
46 Rural 
1 Complimentary 1 Winnipeg 
Of the 180 doctors whose fees are unpaid, 16 are new 
registrants, 53 are temporarily licensed, 8 are doing postgraduate 
work in hospitals, 10 are not practising and 17 are in the 
Armed Services, leaving a potential of 76 members. 
Sixty doctors have been lost to the Assotiation, eleven are 
deceased and 49 have left the province. 
Sixty-one new members have been enrolled to date this year. 
The number of paid-up members is higher by nine than it 
was this time last year. The total membership at the end of 
1959 was 933. 
Respectfully submitted. 


9 Senior Members _________. 
24 Retired 





180 Membership fees unpaid 


W.S. Neal, 


Chairman. 
Benevolent Fund 


To the President and Executive of 
“a The Manitoba Medical Association: 

The Committee was required to meet on one occasion to 
discuss a problem presented to it. This was done and the matter 
settled, apparently to the satisfaction of all concerned. 

As you know, the Trustees of the Benevolent Fund are the 
four immediate past Presidents of the Association, the most 
senior one being Chairman for the year. In order that a meeting 
be held there must be a quorum which consists of at least three 
of the four members. This is not always feasible since two of 
the trustees are usually from the rural areas, and I may add that 
we had great difficulty in obtaining a quorum for our last meet- 
ing. I would like very seriously to suggest that a motion be 
entertained wherein any three or four of the present or past 
presidents be allowed to serve on this Committee for these 
meetings if the rural members cannot come into the city. Thus 
there need by no delay in dealing with any matters which arise 
and which are at times urgent. 

At our last meeting held on June 28th, 1960, it was also 
agreed that the Executive Director be Secretary of the Manitoba 
Medical Association Benevolent Fund. 

2. That any two of the Trustees be signing Officers. 

3. That the sum of $2,500 be invested in long term 51% % 

provincial bonds. 

The Agreement and Financial Statements are attached. 

Respectfully submitted. 

Ruvin Lyons, 
Chairman. 
29. 

THIS AGREEMENT made in duplicate this Twenty-sixth 

day of —" A.D. 1959. 

BETWEE 
MANITOBA MEDICAL ASSOCIATION, 
hereinafter called “the Association,” 


of the First Part, 


mites 
WALTER FELIX TISDALE, RUVIN LYONS, 
JOHN EDWARD HUDSON AND CLARENCE 
BENJAMIN SCHOEMPERLEN, Medical 
Practitioners, hereinafter called “the Trustees,” 
of the Second Part. 


WHEREAS the Association is desirous of establishing a 
benevolent fund to be known as the Manitoba Medical Associa- 
tion Benevolent Fund, hereinafter called “the benevolent fund,” 
for the purpose of providing financial assistance to duly qualified 
medical practitioners, their wives, widows, children or direct de- 
pendents who are in distress and dite need of such assistance; 

ND WHEREAS the Association has enacted a By-law 
daced December 19th, 1958, respecting the benevolent fund; 

AND WHEREAS the Trustees and such other persons as 
may from time to time replace or be substituted for them are to 
be the trustees of the benevolent fund; 

AND WHEREAS at all times during the existence and 
administration of the benevolent fund, and the continuance of 
this agreement, the Trustees will consist of the four most im- 
mediate past Presidents of the Association; 

NOW THIS INDENTURE WITNESSETH that in 
consideration of these presents the parties hereto mutually 
covenant and agree as follows: 

1. The Association will transfer to the Trustees the assets 
and securities set out in the schedule hereto annexed and 
marked “Schedule A” and such other donations and contri- 
butions as the Association may receive from time to time, such 
assets and securities, donations and contributions, to comprise 
and constitute the benevolent fund. 

2. The Trustees shall stand possessed of the benevolent 
fund, the assets and securities from time to time comprising it, 
and undertake and agree to administer it in accordance with 
the terms and provisions of the By-Law dated December 10th, 
1958, of the Association, a copy of which is hereto annexed 
and marked “Schedule B 

3. The Trustees oe and agree to invest and reinvest 
all assets and securities from time to time comprising the 
benevolent fund in only those investments as are authorized by 
The Manitoba Trustee Act for the investment of trust funds. 

4. The Trustees may pay out of the income and/or: capital 
of the benevolent fund all reasonable costs and expenses 
incurred in connection with the administration of the benevolent 
fund. 

5. The Trustees shall not be liable or responsible for any loss 
or damage occasioned to the benevolent fund by reason of any 
investment made by the Trustees in good faith nor oa 
any loss or damage occasioned by the Trustees retaining an 
of the assets and securities in the form in which they a 
transferred to the benevolent fund, nor shall the Trustees 
be responsible for the consequence of any mistake, oversight 
or error in judgment on their part in connection with the 
administration of the benevolent fund providing they shall 
have acted in respect thereof in good faith. 

6. The Trustees shall keep proper books of account in 
connection with the benevolent fund and shall arrange for an 
annual independent audit by a qualified chartered accountant. 

7. In the event of termination of the benevolent fund, the 


Trustees undertake and agree to transfer, assign and convey the 
balance of the fund then remaining, after all outstanding costs 
and expenses are deducted, to such charitable organization or 
organizations as specified by the Association. 

IN WITNESS WHEREOF the parties hereto have caused 
this agreement to be executed the day and year first above 


written. 


MANITOBA MEDICAL ASSOCIATION 
Per: Edward Johnson 
Per: Robert Ormondy Flett 
Walter Felix Tisdale 
Ruvin Lyons 
John Edward Hudson 
Clarence Benjamin Schoemperlen 


Schedule “A” 


Cash contribution received from the Wiis - 

Medical Society Benevolent Fund 

Bonds received from the Winnipeg 

Medical Society Benevolent Fund: 
1 x $1,000.00 Dominion of Canada Conversion 
Loan Bond, 4 %, maturing vanmeant 1, 1983, 
Serial No. T 29 MO 67145 _.. 


30. 


._ $5,734.54 


$1,000 00 





for the new diabetic* 


eMETolicMelilomtiileleliltaeneltiic 


Mobenol and diet provide a safe, smooth, and 
painless journey through the years for the 
tolbutamide-responsive diabetic. The negligible 
risk of hypoglycemic reactions, greater freedom, 
and generally better control permit the Mobenol- 
managed diabetic to lead an almost normal life. 


Do not these profound objective and subjective 
benefits suggest that every mild, non-ketotic 
; diabetic deserves an adequate trial on 
- Mobenol therapy? Less than one month’s 
‘evaluation will decide most cases. 


of the mild, sin ese type. 
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1 x $500.00 Dominion of Canada Conversion 

Loan Bond, 4% %, maturing September 1, 1983, 

Serial No. T 29 Z 34894 $ 500.00 
(Cost price of bonds $1,466.25) 


31. 
Schedule “B” 
By-Law Dated December 10th, 1958, of 
Manitoba Medical Association 

WHEREAS the Association is desirous of creating and 
establishing a benevolent fund: 

NOW THEREFORE BE IT ENACTED AND IT IS 
HEREBY ENACTED as follows: 

Name 

1. A fund is hereby created and established to be known 
as the Manitoba Medical Association Benevolent Fund, (herein- 
after called “the Fund”). 

Objects 

2. The Fund shall be used to relieve distress or dire need 
of duly qualified medical practitioners, their wives, widows, 
children or direct dependents. 

Composition of Trustees 

3, The Fund shal be held in trust under_a trust agreement 
by four trustees all of whom shall be past presidents of the 
Manitoba Medical Association. These will be referred to 
hereafter as the Trustees. 

Term of Office 

4. Each year the most senior Trustee shall retire and the 
immediate past president of the Association shall automatically 
replace and be substituted for him on the Trustees. 

Chairman 

5. The Chairman of the Trustees shall be the most senior 
past president; the Vice-Chairman shall be the next most senior, 
and the Honorary Treasurer shall be the next most senior. 
Quorum 

6. Three Trustees shall constitute a quorum. 

Secretary : 

7. The position of Secretary to the Trustees shall be held by 
the permanent secretary of the Manitoba Medical Association, 
or his representative. 

Duties of the Trustees 
(a) Chairman 

8. The Chairman, when present, shall preside at meetings 
of the Trustees and shall prepare a statement of the activities 
of the Trustees to be presented at the Annual Meeting of the 
Manitoba Medical Association. 

(b) Vice-Chairman 

9. In the absence of the Chairman, the Vice-Chairman 
shall preside, or, in his absence, the Trustees shall choose a 

irman for that meeting. 
(c) Honorary Treasurer 

10. The Honorary Treasurer shall receive all moneys donated 
to or receivable by the Fund, and shall deposit the same to the 
credit of the Fund in any chartered bank approved by the 
Trustees. 

(d) Secretary 

11. The Secretary shall keep minutes of each meeting of the 
Trustees and transcribe them in a minute book. 
Disbursements by Cheque Only 

12. Disbursements from the Fund, when properly authorized, 
shall be made by cheque. Cheques on the Fund are to be signed 
by any two of the Trustees. 

Reports at Annual Meeting M.M.A. 

13. At each Annual Meeting of the Manitoba Medical 
Association the Chairman of the Trustees shall submit a 
teport on the administration of the Fund for the current year 
and shall submit an auditor’s report giving details of the financial 
Position of the Fund. 

No Interest on Loans 

14. If any gift or loan from the Fund is subsequently repaid, 
no interest shall be charged. 
Changes in By-Laws 

15, No variation, amendment or repeal of this By-Law shall 
be effective unless such variation, amendment or repeal has first 
been passed by the Executive Committee of the Association and 
thereafter ratified, sanctioned and confirmed by the members of 
the Association at an Annual or Special General Meeting. 





Calling of Meetings 

16. Meetings of the Trustees shall be held at the call of the 
Chairman, or at the request of any other three (3) members of 
the Trustees or at such time or times as may be decided upon 
at a previous meeting of the Trustees. 
Duties of Trustees 

17. It shall be the duty of the Trustees to collect and receive 
moneys for the Fund, to be responsible for the safekeeping of 
moneys and/or securities belonging to the Fund, and to make 
distributions from the Fund to such person or persons as in 
their judgment and opinion are qualified as recipients thereof. 
Dissolution of Fund 

18. In the event of the Fund being dissolved or discontinued, 
the funds on hand after the payment of all costs and expenses 
shall be distributed to such recognized charitable organization 
or organizations as shall be determined by the Manitoba Medical 
Association at its next Annual Meeting. 
Execution of Trust Agreement 

19, The proper officers of the Association are hereby autho- 
rized and empowered to execute a trust agreement on behalf of 
the Association and to do such things and execute and deliver 
all such documents as may be required for making effective the 
provisions of this By-Law. 

DATED THE tenth day of December, A.D. 1958. 

MANITOBA MEDICAL ASSOCIATION 
Per: Edward Johnson, President 
Per: Robert Ormondy Flett, Hon. Secretary 


Benevolent Fund 
Auditors’ Report 


April 4, 1960. 
To the Members of 
ja The Manitoba Medical Association Benevolent Fund: 


We have examined the statement of receipts and disburse- 
ments of the Manitoba Medical Association Fund for the year 
ended December 31, 1959, and have compared it with the 
books maintained for the Fund. Supporting evidence for all 
transactions recorded was examined, the cash on deposit was 
confirmed by certificate received from the bank and the securities 
held in safekeeping at the bank were produced for our inspection. 

On the basis of the examination outlined above, we report 
that the accompanying statement of receipts and disbursements 
fairly presents the cash transactions of the Fund for the year 
ended December 31, 1959. 

Price WaTerHousE & Co., 
Chartered Accountants. 


The Manitoba Medical Association Benevolent Fund 
Statement of Receipts and Disbursements 
For the Year Ended December 31 1959 


RECEIPTS 
Amount transferred from The Winnipeg Medical 
Society Benevolent Fund, February 16, 1959 
Donations $430.00 
Bond interest 67.50 
Bank Interest 45.40 542.90 














$7,743.69 


DISBURSEMENTS 
Bank exchange 3 8.42 


Balance of fund, December 31, 1959 —._. $7,735.27 





Represented by: 
Cash on deposit — Bank of Montreal $6,269.02 
Government of Canada bonds, 412%, due 1983, par 
value $1,500.00 (market value $1,267.50) fully 
registered in name of The Manitoba Medical 
Association Benevolent Fund — at original cost 1,466.25 


$7,735.27 
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Cancer 


[o the President and Executive of 
The Manitoba Medical Association: 


The Committee on Cancer has not met during the year apart 
from attendance at meetings of the Board of the Cancer Founda- 
tion and its Medical Advisory Committee. 

Therefore, I have no formal report from the membership of 
this Committee of the Manitoba Medical Association. 

Most of the discussion in the past year has centered around 
the provision of extended facilities of the Cancer Foundation. 
Final plans for the new building have been approved. Construc- 
tion has to be delayed until adequate ial arrangements are 
completed but it is hoped that construction will be started this 
Fall. 

Respectfully submitted. 

P. H. T. Thorlakson, 


Chairman. 


Constitution and By-Laws 


To the President and Executive of 
The Manitoba Medical Association: 


34. 

The Committee of Constitution and By-Laws of the M.M.A. 
had two special meetings in the Medical Arts Clubrooms on the 
16th of March 1960 and the 13th of April 1960. 

The Committee had been instructed by the Executive of the 
M.A. to report after study on the following questions: 

a. The method of election of Senior Members to M.M.A. 

b. The method of appointment to the Professional Policy 

Committee. 

c. The term of office of all committees with a view of 

continuity of membership. : 

The changes recommended by the Committee and adopted 
by the Executive of the M.M.A. are as follows, and these 
changes are hereby offered as a Notice of Motion to come before 
the Annual Meeting of the Manitoba Medical Association in 
the Fall of 1960. 

I. Appointment to Professional Policy Committee 
Reference: By-Laws, Chapter 9, Section 1 (17) 

Delete the wording commencing on line 8: ‘These nomina- 
tions . ..” and ending deletion with the words on the 12th line: 
“as soon as possible” 

Insert in place of the above deletion the following new 
wording: “These nominations should be made for the following 
Association year by the respective sections, during the winter 
sessions of the sections, so that the Professional Policy Commit- 
tee can commence its work immediately following the Annual 


“The Section of General Practice can readily nominate its 
five members and alternates. However there being more than 
five Specialist blocs and only five members and alternates to be 
nergy from all of them, the following procedure shall be 

opted: 

The Surgical section being the largest active section shall 
be responsible for calling the other specialist sections together 

having five nominations and five alternates made. This may 
be done by a meeting of the chairmen of the specialist sections. 
The chairman of the Surgical section will arrange this meeting 
and shall be responsible for making these nominations known 
to the Executive Committee prior to the Annual Meeting.” 

The Committee on Constitution and By-Laws further re- 
commends that the wording in the 5th and 6th lines be 
changed from “Manitoba Medical Service” to “Manitoba Medi- 
cal Association.” 

The Committee on Constitution and Ly-Laws further re- 
commends: “Each Bloc which does not have direct representation 
on the Professional Policy Committee will be invited to send one 
observer who will be allowed to speak through his representative 
or at the request of the Chairman of the Professional Policy 
Committee.” 

II. Election of Senior Members 
_ Reference: By-Laws Chapter 6, Section III (a) 

This shall be done by a single indicative mark on the ballot 

opposite the candidate chosen by the voting member. 


(By way of explanation — the Proportional Representation 
method has resulted in five scrutineers occupying a full day to 
elect one Senior Member from thirty candidates) . 

III. Term of Office of Committees 

It is agreed that the present term of office for committees, 
e.g. year to year basis, should continue. 

IV. Representatives to Outside Bodies 

The Committee recommends an addition to the Considered 
Opinions under Section D as follows: D (1) amended by elim- 
inating the last period and adding the following wording: “and 
it should be agreed that the appointees will resign at the end of 
a three year period, but may be subject to re-appointment.” 

V. Committee on Medical Aspects of 
Traffic Accidents 
Reference: Chapter 9, Section I (11) 

According to information received from the C.M.A. dated 
March 25th, 1959, it is recommended that the terms of reference 
for this committee should read as follows: ‘This committee 
shall study and report on pertinent matters relating to the re- 
duction of death and disablement due to traffic accidents.” 

VI. Workmen’s Compensation Board 
Medical Board of Reference 
Reference Chapter 9, Section I (21) 

The Manitoba Medical Association will appoint two members 
to the Medical Board of Reference, one of whom shall be the 
Chairman and the other the Deputy Chairman of the Board. 

It is recommended this Committee in its numbered position 
in the By-Laws be moved from Section I to Section III of 
Chapter 9, Item No. 16. 

VII. Reference: Amendment Annual Meeting 1958 No. 2 

This amendment be now deleted as the name “Manitoba 
Health Service” has now been changed to “Manitoba Medical 
Service” and our Constitution and By-Laws are printed to read 
Manitoba Medical Service. 

VIII. Duties of Representatives or Nominees to 
Outside Bodies and Terms of Reference 
Reference: Chapter 9, Section III 

The Names of the following Committees and Numbers be 
added to this section: 

No. 10. Canadian Medical Retirement Savings Plan Trustee- 
ship Committee. 

No. 11. Executive Section of Salaried Physicians. 

No. 12. Executive Section of General Practice. 

No. 13. Editorial Board, The Canadian Medical Association 
Journal. 

No. 14. College of Physicians & Surgeons Specialists’ 
Committee. 

No. 15. Cancer Treatment and Research Foundation. 

IX. Standing Committees 
Reference Chapter 9, Section I 
Add the following and numbers: 

No. 22. Nutrition Committee: “This committee shall study 
and report on pertinent matters in the field of 
nutrition as it affects health.” 

No. 23. Rehabilitation Committee: “This committee shal! 
study and report on pertinent matters related to 
the rehabilitation of disabled persons.” 

X. Duties of the Honorary Treasurer 
Reference: Chapter 8, Section IV 

Amend this section (8-IV) by adding the following sen- 
tence in the 14th line immediately after the words “Executive 

“He shall with the approval of the Executive Committee 
appoint advisors to form a Finance Committee.” 

XI. Establishing a Committee on Physical Fitness 

The Executive Committee at their meeting of March 20th 
1960 referred this subject to the Committee on Constitutions 
and By-Laws for study and report. 

The Committee reports that in their opinion there does not 
exist at the present time any necessity to establish a committee 
on Physical Fitness. 

Respectfully submitted. 

Glen F. Hamilton, 


Chairman 
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Editorial 


Lo the President and Executive of 
The Manitoba Medical Association: 


“he Editorial Committee convened three times during the 
past year to discuss problems which faced the Manitoba Medica! 
ew. 

“) has been noted with satisfaction that our Publication has 
made good progress. Particularly gratifying was the response to 
the February Issue on Research in Heart Disease, of which two 
thousand (2,000) reprints were requested by the Canadian Heart 
Foundation for distribution throughout Canada and U.S.A. 

An added feature this year has been the Question and 
Answers page dealing with economic problems that faced the 
Profession. Under the able guidance of Dr. L. Rabson it promises 
to fill a growing demand. 

Respectfully submitted, 

S. Vaisrub, 
Editor. 


Hospital Relations 


To the President and Executive of 
The Manitoba Medical Association: 


The Hospital Relations Committee met seven times during 
1959-1960, and had one additional meeting with the Tissue 
Committee. 

The Advisory Committee to the M.H.S.P. (Review Commit- 
tee) met twice with the M.H.S.P. and once with the Dental 
Review Committee. 

A Joint Committee was set up with the Associated Hospitals 
of Manitoba and two meetings were held with this group. 

Your Committee has produced a brief for the Hospital 
Survey Board. This necessitated six meetings in connection with 
the Hospital Survey Board. 

The Hospital Relations Committee recommends: 

(1) A liaison be set up between the Advisory Committee to 
M.H.S.P. and the Dental Review Committee, with one or 
two meetings being held each year. 

(2) That terms of reference of each committee dealing with 
governmental bodies, be set out so that there would be no 
duplication between these different committees. 

(3) The Chairman of the Nursing Committee be a permanent 
member of the Hospital Relations committee. 


Respectfully submitted. 
Howard E. Bowles, 


Chairman. 
Committee on Legislation 


To the President and Executive of 
“ The Manitoba Medical Association: 


The Committee on Legislation wishes to submit a nil report. 
We have followed legislation in the making but the importance 
attached to Medicare has thrown the responsibility of this task 
on the whole of the Executive rather than on this Committee. 

Respectfully submitted. 

R. O. Flett, 


Chairman. 
Maternal Welfare 


To the President and Executive of 
The Manitoba Medical Association: 


The Maternal Welfare Committee of the Manitoba Medical 
a wishes to submit the following report for the year 

The committee held one meeting at which all deaths were 
reviewed. This meeting was attended by the Professor of Ob- 
stetrics, University of Manitoba, the Chairman of the Depart- 
ment of Obstetrics of three Winnipeg Hospitals, committee 
members from The Pas and Brandon and three Winnipeg 
Pathologists. 


There were fourteen maternal deaths in Manitoba in 1959. 
the death rate per 1000 live births being 0.6. This compares with 
previous years as follows: 

1955 1956 1957 1958 1959 

0.7 0.3 0.4 0.6 0.6 
The causes of death were: 

Ce fe | 

Pre-eclampsia 
With chronic nephritis —____ 

Haemorrhage a 
Placenta praevia ..._-_..- 
Abruptio placenta 

aan 

(with afibrinogenemia) - 
Retained placenta 
Post partum 














Puerperal sepsis __.____ 
Peritonitis following exploration 
after Caesarean section 1 

Pulmonary Embolus __.. : 

Acute haemorrhagic Necrosis of the liver 
There were four associate maternal deaths: 

1. Reticulum cell sarcoma. 

2. Disseminated sclerosis with respiratory failure. 

3. Pulmonaryoedema due to rheumatic heart disease. 

4. Nephritis. 

There were eight autopsies in the fourteen maternal deaths 
and three autopsies in the four associate deaths. A maternal 
mortality enquiry form was completed in 16 of these 17 cases. 

A review of the maternal deaths in Manitoba in 1959 revealed 
the following points: 

1. Although there has been a great improvement in the 
information provided in these cases, it is still in a number of 
instances inadequate for review by this committee. Certain steps 
will be taken to improve this. It is hoped that we may be able 
to provide a pathologist to be sent to smaller centres to perform 
post mortem examinations and to obtain further information. 
A change in the present maternal mortality form is being 
considered. 

2. Although assessment is difficult and hindsight is easier 
than foresight it was felt that there were three cases where pre- 
ventable factors were present. 

(a) A case of puerperal sepsis in a deaf mute was 
incorrectly diagnosed as puerperal psychosis. This was a full- 
minating case and the difficulties are obvious. 

(b) Severe pre-eclampsia with massive cerebral haemor- 
thage. There was no prenatal care. More vigorous treatments 
with hypotensive drugs might have prevented the cerebral vascu- 
lar accident. 

(c) Post partum eclampsia. More aggressive treatment 
with hypotensive agents might have prevented the convulsive 
episode. 

3. There were five deaths due to haemorrhage. The diff- 
culties of having blood transfusion available in a short time in 
any but the large city hospitals appear almost insurmountable. 

4. It has been recommended that the terms of reference of 
this committee be expanded. As well as statistical reporting 
and analysis the committee might be more active in investigation 
of these cases and eventually could serve as a source of expert 
advice when these difficult problems arise. 

Respectfully submitted. 





A.C. McInnis, 


Chairman. 


Medical Aspects of Traffic Accidents 


To the President and Executive of 
The Manitoba Medical Association: 
39. 


Activities of this committee are proceeding along three lines. 

(1) The prevention of medical injury due to traffic accidents. 

(2) The transportation of injured patients. 

(3) The care of the injured patient in the hospital after the 
accident has occurred. 
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A. Prevention of Traffic Accidents 
|. The Medical Requirements for Drivers Licenses 

(1) A guide for the use of physicians, outlining the medical 
requirements for driver’s licenses based on the opinions of phy- 
sicians in Manitoba, a study of medical requirements required in 
British Columbia and a review of medical requirements in the 
United States, has been prepared by members of this Committee. 
It is intended as a reference for Manitoba physicians who are 
asked to approve medically a patient seeking a driver’s license. 

(2) A medical examination form has been designed by the 
members of the Committee at the request of the Provincial Gov- 
ernment for drivers who require a medical examination before 
receiving a driver’s license or before having their driver’s license 
restored to them. 

(3) A medical consulting board has been established to 
provide medical consultation on problems presented to it by the 
Motor Vehicle Branch of the Department of Public Utilities or 
by persons having business with this branch. It is intended that 
after obtaining the appropriate release for medical information 
from the patient, a physician may also refer his patient directly 
to this board for their opinion as to fitness to drive a motor 
vehicle, or alternately with the patient’s permission may make a 
recommendation to the Motor Vehicle Branch requesting that 
the Medical Board review the patient’s case. 

The composition of the board as recommended by the Committee 
is as follows: 

(1) A medical chairman. This is to be a physician appointed 
by the Manitoba Medical Association after consultation with the 
appropriate legislative body. 

(2) Two consulting physicians. It was suggested that these 
physicians be a Neurologist and an Internist. 

(3) Invited members. It was recommended that the board 
should have the power to request attendance of such persons as 
it seems advisable for the judgment of the particular case or 
cases, Such invited members may be a physician or might in- 
clude lay persons. 

All the members of the board were to be selected on a 
rotating basis, and are to remain anonymous as far as this is 
possible. 

The recommendation of the committee as to the establish- 
ment of the consulting board was approved by the executive of 
the Manitoba Medical Association in April 1960. 

2. Research Efforts 

The members of the committee felt that before recommending 
the use of certain safety devices in automobiles that an investi- 
gative program designed to give specific information about 
trafic accidents in Manitoba should be undertaken. A method 
of procuring information at the scene of the accident was de- 
signed by Dr. Reid of Selkirk, a member of this committee. 
Preliminary consultation with the appropriate police forces has 
indicated a willingness to co-operate to their full extent in this 
Program. 

3. Public Education 

Alcohol remains an outstanding cause of traffic accidents. 
Certain safety devices in automobiles have now proved their 
value beyond reasonable doubt. The members of this committee 
feel that the medical profession should make an effort to publi- 
cize these facts, and therefore, a program under the supervision 
of Dr. D. W. Penner, a member of this committee has been 
undertaken by which we hope to bring these facts before the 
public. Public exhibits, radio and television, are being considered 
a8 appropriate media. 

sub-committee felt however that although the medical 
profession has an important part to play in the prevention of 
traffic accidents, especially in the recommendation of safety 
eatures in automobiles and the establishment of physical criteria 
for drivers, a great deal of important work in accident preven- 
tion such as driver education can only be accomplished by an 
ized lay committee. For this reason the sub-committee has 
recommended that a Safety Council possibly associated with 
the National Highway Safety Council be re-established in the 
of Manitoba. (This latter recommendation was also 
approved by the Executive Committee of the Manitoba Medical 
Association at an April Meeting). 


B. Transportation of Injured Patients 
1. Survey of Physicians in Rural Areas 

A letter has been circulated to physicians in the rural areas 
of Manitoba asking for their opinions and recommendations as 
to the efficiency of ambulance service in the rural districts. A 
very good response has been obtained and the results of the 
survey are being evaluated at the time of this report. 

2. Survey of Ambulance Owners 

The owners of ambulances in rural and urban districts have 
also been requested to provide information and recommendations 
as to the status of ambulance services in Manitoba. The survey 
is still in progress and the results will form the basis of a future 
report. 

C. After-Care of the Traffic Injured Patient 

An evaluation of the severity and type of injuries arriving in 
our hospital wards will be attempted by a survey under the 
supervision of Dr. Athol Gordon, a member of this committee, 

D. Other Business 

The Chairman of this Committee attended a meeting of the 

National Committee in Ottawa on March 11-12, 1960. At this 

ittee recommendations were made regarding further study 
of ambulance facilities; advisability of seat belts; the adoption 
of physical and mental standards for drivers; acceptance of 
visual standards prepared by the Canadian Ophthalmological 
Society; continuing study in the cause of accidents in young 
drivers; the principle of driver education of high-school students 
as an extra curricular activity; a recommendation that all small 
hospitals be adequately equipped to render immediate resuscita- 
tion of traffic accident victims and where necessary to prepare 
them for transportation to other centers; re-emphasis on the 
importance of alcohol as the cause of traffic accidents; and the 
need for continuing research into traffic accidents. 

The report of the National Committee was presented at the 
annual meeting of the Canadian Medical Association in Banff 
in June 1960. 

Finally, the chairman wishes to express his thanks to the 
members of the Provincial Committee, all of whom attended 
every meeting faithfully and who have done the greater part of 
the work outlined in this report. 

Respectfully submitted. 

Norman C. Hill, 


Chairman, 


Medical Education 


To the President and Executive of 
The Manitoba Medical Association: 
40 


During the year 1959-60 the Committee on Medical Edu- 
cation arranged clinical meetings as follows: 
2 for Brandon and District Medical Association 
2 for Central District Medical Society 
1 for North of 53 District Medical Society 
2 for Northern District Medical Society 
1 for Southern District Medical Society 
All requests for clinicians to attend the Regional meetings 
were met without any difficulties. 
It is hoped that the District Medical Societies will continue 
to take advantage of this service for all their Regional meetings. 


Respectfully submitted. 
D. P. Snidal, 
Chairman. 


Nutrition 


To the President and Executive of 
The Manitoba Medical Association: 
41. 


The Committee met on three or four occasions with Dr. 
Isabel MacArthur, Food Services Specialist, Division of Hospital 
Standards, Manitoba Hospital Services Plan. We co-operated 
with Dr. MacArthur on the compilation of a diet manual to be 
used by the rural hospitals of Manitoba. Co-operation with Dr. 
MacArthur has been along the lines of suggesting amendments 
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:o the list of diets that she has compiled. Most of the work has 
been completed but there is yet a little further work to be done. 


Respectfully submitted. 
A. G. Rogers, 
Chai 


rman, 


Occupational Medicine 


To the President and Executive of 
The Manitoba Medical Association: 


2. 

. A meeting was held on the 16th of January 1960, at which 
all members of the Committee were present. There have been 
no matters specifically brought to our attention during this year. 

1. The Committee recommends that: due to the increase in 
industry in Manitoba and the necessity of Medical Practitioners 
signing industrial contracts, it might be wise for the Manitoba 
Medical Association to set out a basic form of contract as a 
guide tc practitioners. 

2. In view of the rising costs of drugs that it is unwise for 
Medical Practitioners to sign a contract which includes the supply 
of drugs. 

3. That a basic fee of $15.00 to $20.00 per hour be set for 
those men who do part time industrial work. 

4. It might be well for those taking part in industrial work 
to inform the Central Registrar of the Manitoba Medical 
Association. 

Respectfully submitted. 

Harvey L. McNicol, 


Chairman, 


Pharmacy 


To the President and Executive of 
The Manitoba Medical Association: 
43. 


On the recommendation of the Committee on Pharmacy, the 
Manitoba Medical Association declined to designate special mem- 
bers to a joint Pharmacists-Physicians Committee to deal with 
matters of mutual interest. The Committee on Pharmacy was 
authorized to deal with a committee of the Manitoba Pharma- 
ceutical Association should the need arise. However, no matters 
requiring the attention of this Committee have been raised by 
the Pharmaceutical Association. 

The major activities of the Committee during the past year 
have been in relation to the Provincial Medicare Drug List, 
which was referred to this Committee by the Manitoba Medical 
Association Executive. A preliminary draft of this Drug List 
was reviewed and a number of modifications were suggested and 
subsequently incorporated in it. Acceptance of the revised list 
as a basis for the inauguration of the Medicare program was 
recommended to the Manitoba Medical Association Executive 
Committee. This Drug List includes the provision that sug- 
gested changes in or additions to the list are to be reviewed by 
the Committee on Pharmacy, and it is anticipated that a con- 
siderable number of such suggestions will require review when 
the Drug List has been tested in practice. 


Respectfully submitted. 
Mark Nickersen, 


Chairman. 


Public Health 


To the President and Executive of 
The Manitoba Medical Association: 


As Chairman of the Committee on Public Health of the 
Manitoba Medical Association, I beg to advise that during the 
year no problems or contentious matters have been submitted 
from the Association, or have arisen frem any other source. The 
Committee has been observing changes in the Public Health 
Programmes and practice throughout the Province during the 
year and would like to draw attention to recent legislation 
instituting programmes now in the development stage in regard 
to a) Elderly Persons Housing and b) Alternative Care. 


Attention has also been drawn to certain vital statistics in 
some isolated and more remote parts of the Province, where 
higher than average figures have been noted in regard to infant 
mortality, neonatal mortality, maternal mortality, etc. In this 
regard, some suggestions and recommendations have been ad- 
vanced for expansion of existent public health programmes and 
provision of additional public health programmes for some of 
these areas. 

The Committee also took pleasure in announcing progress in 
extending full time public health services across the Province. 
The Rural Municipality of Daly and the Town of Rivers were 
included within the Virden Health Unit on the Ist of July, 
1960. It is anticipated that the Local Government District of 
Alexander, including Pine Falls, Powerview and Great Falls, 
will be included in the Selkirk Health Unit in September, and 
arrangements are being made for the formation of a new Health 
Unit before the end of the year in an area covering ten Munici- 
palities that include towns and villages stretching from Strath- 
clair to Shell River. 

I would like to advise that the Association was ably repre- 
sented at the Canadian Public Health Association Convention in 
Halifax by three Medical Directors from the staff of the City 
and provincial departments of Health. 


Respectfully submitted. 
W. Watt, 


Chairman, 


Public Relations 
To the President and Executive of 


“ The Manitoba Medical Association: 

The 1959-60 session has been an active one for this com- 
mittee and in submitting this report I wish to acknowledge 
especially the time and effort given by the other members of the 
Committee. The following paragraphs are intended to convey 
some idea of the problems faced and the work accomplished. 

Press Relations 

At the 1959 Annual Meeting authority was given for taking 
on a part-time press writer in the person of Mr. E. L. “Gene’ 
Telpner of the Free Press. Mr. Telpner has worked with us 
since that time. I am happy to report that this has worked out 
very well and that Mr. Telpner has given the Association a good 
deal of his time, knowledge and effort. I am sure it is fair to 
state that we have never had better press coverage of medical 
news than heretobefore as a result. While we have not realized 
all our hopes with regard to newspaper publicity, we have had 
published a number of feature articles during the past year in- 
cluding one on hospital safety features, one on cancer and expect 
shortly to have published one dealing with the Manitoba Medi- 
cal Service. These, while not appearing like direct medical 
propaganda, ought to have indicated to the public that Manitoba 
is a good place to live, medically speaking. In addition, there 
have been a number of smaller articles and news stories about 
medical research, surgical procedures, and other medical subjects. 
These have included such diverse themes as the artificial kidney, 
open heart surgery, x-ray equipment in major hospitals, anes- 
thesiology, the geriatric service at the Municipal Hospitals and 
prenatal classes. Also many visiting doctors brought here to 
speak at various scientific meetings have been interviewed and 
made the subject of news stories. Dr. John Charnley of Man- 
chester was one whose views on government controlled medicine 
should have been very interesting to the public. Mr. Telpner 
has also given some assistance on behalf of the Manitoba Medi- 
cal Association to the Manitoba Medical Service in publishing 
its annual report along with news story type of comment and in 
publishing some of the favourable results of the Manitoba Medi- 
cal Service opinion survey. 

I might also add that Mr. Telpner has been instrumental in 
advising both his own paper and the Tribune against publishing 
certain scientifically inaccurate material and at least one poten- 
tially unpleasant news story. 

I have also to admit that several articles have appeared which 
have been written in such a way as to reflect badly upon the 
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profession. The Press has not become the organ of this Com- 
mittee or the Manitoba Medical Association nor even its friend 
but we feel that excellent progress has been made. 

Radio and Television 

We were fortunate in having excellent radio and television 
coverage of some events of the Annual Meeting for 1959, For 
example, Dr. Lyons’ luncheon address was carried in its entirety 
on CBW radio and Dr. Lyons was also interviewed on CBWT 
on the Spotlight program against a background of some of the 
scientific exhibits. 

On January 3rd, 1960, CBWT and the CBC network carried 
a program on the Citizens’ Forum series entitled “Do You Want 
A Comprehensive Government Health Service?” Various mem- 
bers of this Committee and your executive attended some eight 
or ten meetings in preparation for this event. The CBC had 
formulated its plan for the program and in certain respects this 
committee could not agree with the CBC plans. In the event, 
we were unable to make all our views prevail and were forced to 
accept a program format which we considered only second best. 
Drs. L. R. Rabson, K. R. Trueman, R. L. Cooke, and J. H. 
McBeath participated on behalf of the Association and comments 
heard later both here and at the CMA Public Relations Com- 
mittee meeting in the Spring indicated that our position had 
been well defended. 

Again as last year several doctors have asked advice regarding 
radio and television appearances and this committee is gratified 
by their co-operation. 

- Requests for Speakers 

The Association has received four requests during the past 
year to supply speakers for lay groups. The year before there 
was only one such request. We are happy that these people are 
coming to the Association for speakers so that we can be sure 
the information they receive is worthwhile. These assignments 
were accepted as follows: 

(1) The National Association of Manufacturers’ Agents. 
Dr. R. E. Beamish spoke about the maintenance of health of 
executive personnel. 

(2) The Manitoba Bee-Keepers’ Association. Dr. James 
Mills spoke about backache which apparently is an occupational 
hazard amongst bee-keepers. 

(3) The Manitoba Branch of the Canadian Association for 
Health, Physical Education and Recreation. Dr. G. S. Varnam 
spoke on the maintenance of physical fitness. 

(4) The Manitoba Institute of Agrologists had a panel 
discussion on the place of the organization in modern society and 
Dr. K. R. Trueman spoke on behalf of the medical organizations. 

Movie Film “On Call To A Nation” 

The M.M.A. has purchased a print of this film which is a 
British Broadcasting Corporation documentary on the National 
Health Service in Britain. It was produced with the co-operation 
of the British Medical Association. The members of the pro- 
fession who have seen it consider it an accurate ar-d fair presenta- 
tion of medical practice as it now is in Britain, The film was 
shown to a group of conservative members of the Legislative 
Assembly and they evidenced considerable interest in it. The 
film is available for private showings to selected audiences pro- 
vided it remains under the control of the C.M.A. or one of its 
divisions, 

Canadian Medical Association 
Public Relations Committee 

The C.M.A. Public Relations Committee held its second 
annual workshop in Montreal in November, 1959. Drs. Howard 
Bowles, M. T. Macfarland, and I attended this on your behalf. 
A further meeting of the C.M.A. Public Relations Committee 
in April, 1960, was attended by myself. 

I believe this Division’s viewpoint has been adequately 
expressed at these C.M.A. Committee Meetings. 

Unfinished Business 

The Committee has plans for an informal meeting with the 
CBC officers and staff of CBW radio and television for the 
Purpose of ensuring a good working relationship with the CBC 
It is hoped that arrangements can be made for this before the 
annual meeting. Plans are also under consideration for a similar 
meeting with some of the representatives of the Press. 


Recommendations 

The Public Relations Committee recommends a continuation 
of its present activities with suitable expansion as opportunity 
permits. It is recommended that Mr. Telpner be asked to con- 
tinue in the service of the M.M.A. on a basis similar to that of 
the year just ending. I have reason to believe that Mr. Telpner 
will consent to do so. 

The committee further recommends that the most important 
public relations activity in which this Division can engage, is the 
extension of prepaid medical care through M.M.S. to still other 
low income groups. 

Respectfully submitted, 

R. H. McFarlane, 


Chairman, 


Rehabilitation 


To the President and Executive of 


én The Manitoba Medical Association: 

Your Rehabilitation Committee functions in three areas. 
Primarily, it is the committee of the Manitoba Medical Associa- 
tion; secondly, it acts as an advisory committee to the Provincial 
Rehabilitation Commission, and thirdly, through what amounts 
to a sub-committee, it acts in an advisory capacity to the Mani- 
toba Sanitorium Board in the construction of its new rehabilita- 
tion hospital and in the organization of a school of physiotherapy 
and occupational therapy. 

Your committee considered a detailed submission presented 
to it by Dr. Gingra, the chairman of the Canadian Medical 
Rehabilitation Committee which recommended that the Canadian 
Medical Association, through its rehabilitation committee, exer- 
cise control over the establishment of schools of physiotherapy 
and occupational therapy in Canada. This would be done by 
granting the approval of the Canadian Medical Association only 
to such schools as met the detailed requirements listed, these 
included such things as qualifications of instructional staff, hours 
of instruction in various subjects and division of time between 
theoretical and practical subjects, etc. 

It was our opinion that adequate control now exists be- 
cause both the Physiotherapy association and the Occupational 
Therapy Association are li under Federal Charter and by 
virtue of that license they have the responsibility of granting 
certification; the universities recognize this ibility and 
develop their curricula accordingly. A letter embodying the 
opinion of your Committee was sent to Dr. Gingra. 

At the meeting of General Council in June, the report 
presented by Dr. Gingra was adopted without change. 

Construction of our new rehabilitation hospital is proceeding 
and is well up to schedule. Dr. L. H. Truelove has been formally 
appointed to the position of physiatrist and has taken over his 
duties. Dr. Truelove is very well qualified for the position. 

Our school of physiotherapy and occupational therapy is due 
to start this September and our chief physiotherapist has also been 
appointed. She is Miss Marjory Spence, lately senior instructor 
of the school of physiotherapy at the University of Montreal. It 
is understood that some 35 students will be enrolled in the 
first course. 

Respectfully submitted. 

F. Hartley Smith, 


Chairman. 


Sickness & Accident Insurance 


To the President and Executive of 
pa The Manitoba Medical Association: 

During this past year this committee has been actively 
engaged in the study of procurement of additional $30,000.00 
Life Insurance for our members, and although the response has 
not been very encouraging it is hoped that a sufficient number 
will take advantage of this opportunity to form a group. 

The Carrier recommended to form this new group is The 
Travelers Life Insurance Co., and it is hoped that sufficient 
members will enroll that will make the rates even more acceptable 
than our previous group. 
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The Group Sickness and Accident Policy is at present under 
stucy with a view to revision of our present Policy. Further 
informat'cn will be forthcoming as soon as it is available. 


Respectfully submitted. 
M. J. Ranosky, 


Chairman. 


Workmen’s Compensation Board 
Board of Reference 


To the President and Executive of 
The Manitoba Medical Association: 
48. 

During the current year the former three-man board was 
expanded by a legislative action. At present the Board consists 
of the Chairman and Vice-Chairman nominated by the Manitoba 
Medical Association, one specialist nominated by the Workmen’s 
Compensation Board and one by the patient from a roster of 
specialists. In addition the patient’s own doctor is invited to 
attend. 

During the past twelve months the Board met on 24 occasions. 
24 Manitoba patients were seen plus five Saskatchewan cases. 


Respectfully submitted. 
F. G. Allison, 


Chairman. 
Negotiating Committee for the Workmen's 
Compensation Board 


To the President and Executive of 
The Manitoba Medical Association: 
49. 


Your Negotiating Committee for the Workmen’s Compen- 
sation Board held three meetings following the acceptance of 
the Relative Value Fee Schedule of this Association on May 
18th. On June 24th a meeting was held with W.C.B. and its 
medical advisors, the Relative Value Fee Schedule having been 
submitted to them several days prior to this in order that they 
would be informed of our position. A request from the Com- 
missioner of the Compensation Board that no further meetings 
be held until the Board could ascertain the cost to them of the 
new Schedule has been accepted. It is expected that further 
meetings will commence in the early Fall of 1960. 

I commend to you the members of your Committee — Dr. 
W. B. MacKinnon and Dr. K. R. Trueman. 

Respectfully submitted.: 

L. R. Rabson, 


Cha'rman. 


Report of Advisory Commission 
Under Health Services Act 


To the President and Executive of 
™ The Manitoba Medical Association: 


The M.M.A. representatives to the Advisory Commission 
are: Drs. K. I. Johnson, F, G. Allison and C. H. A. Walton. 

The Commission has met on two occasions during the past 
year, on September 3rd, 1959, and on January 22nd, 1960. 
The chief function of the Commission is to advise the Minister 
of Health and Public Welfare with regard to applications under 
the Health Services Act for new hospitals, additions to hospitals, 
development of health and diagnostic units in rural Manitoba. 
The advent of the Manitoba Hospital Services Plan, as might be 
expected, led to an increase in demand fot new hospital facilities 
in several areas. The Commission continued to advise the 
Minister in regard to various applications which had been pend- 
ing but new developments were postponed pending the report 
“4 the Willard Commission which was created in the late fall 
of 1959. 

Your representatives have been faithful in their attendance 
at the meetings of the Commission and have given their close 
attention to the business at hand. There are no special points 
that need to be brought forward to this annual meeting. 


Respectfully submitted. 
C. H. A. Walton, 


Representative. 


Alcoholism Foundation of Manitoba 


To the President and Executive of 
- The Manitoba Medical Association: 


The Alcoholism Foundation of Manitoba is the official 
agency dealing with the illness of alcoholism in Manitoba. 

Growth in volume of services rendered and recoveries effected 
has risen steadily since the Committee on Alcoholism for Mani- 
toba came inro being in 1952 and subsequently the Foundation 
established by legislative action in 1956. 

In 1959 a total of 3393 services were rendered. Counselling 
services to alcoholics and others help for an alcoholic 
numbered 586 to alcoholics and 915 to others which included 
family, friends, employers and other groups and individuals. 

Service calls totalled 1472. These were mostly referrals to 
and from Alcoholics Anonymous, social agencies, doctors, hospi- 
tals and the clergy. 

420 requests for information were received from many 
sources, including University students and nurses. 

In addition 24 talks were given and 35 film showings were 
po to various service clubs, church and youth groups and 
ethers. 

The Medical Advisory Committee met regularly on ap- 
proximately a three monthly basis. A wide variety of topics 
related to the medical aspects of alcoholism were and 
appropriate action taken. These included the provision of medi- 
cal care for alcoholics, increased efforts toward solving the 
problem of { <n the ae of hospital beds for those 
requiring this; the supplying of journals on alcoholism to the 
Medical College and hospital libraries, and the provision of 
speakers on alcoholism at medical meetings 

Dr. T. A. Pincock was appointed as _ of the Alcohol- 
ism Research Unit of the Department of Psychiatry of the 
University of Manitoba. 

The members of the Medical Advisory Committee of the 
Alcoholism Foundation of Manitoba have been increased with 
the addition of ex-officio members. The members are Dr. George 
C. Sisler, Chairman; Drs. J. Hildes, E. Johnson, E. J. Bennett, 
P. Johnson and members ex-officio are Drs. M. Kovacs, Paul 
L’Heureux, J. A. MacDonell, T. A. Pincock. 

Respectfully submitted. 

E. J. Bennett, 


Representative. 


Report of the Editorial Board 
Canadian Medical Association Journal 


To the President and Executive of 
. The Manitoba Medical Association: 
52. 


The number of scientific and professional articles by Manitoba 
authors to the C.M.A. Journal during the last year compares 
favorably with other years. These articles reflect the importance 
of the research, both pure and clinical being carried on in this 
university centre. The Journal is now published weekly and 
this increases its usefulness as an international outlet. The 
names of the contributors from this province constitute a Who’s 
Who of Manitoba Medicine. 

Notes of current medical interest are sent regularly to the 
C.M.A. Journal. 

Respectfully submitted. 

R. B. Mitchell, 


Representative. 


Representative to Canadian Medical 
Association Executive Committee 


To the President and Executive of 
The Manitoba Medical Association: 
53. 


I have attended all the meetings of the Executive Committee 
of the Canadian Medical Association held during the year and 
from that Committee have acted on the Advisory C tee to 
the Federal Government and as the C.M.A. representative 
to the Trans Canada Medical Plans. The individual meetings 
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nave been reported directly to our Executive Committee and to 
the members through the Journal. 
All of which is respectfully submitted. 
R. W. Richardson, 


Representative. 


Doctors’ and Nurses’ Directory 


To the President and Executive of 
The Manitoba Medical Association: 
54. 


Meetings of the Board of Directors are held at the call of 
the Chairman. 

Since the “999” emergency phone for Doctors was installed 
in the Directory, 1475 calls have been received over that line. 
During the same period, 557 emergency calls for Doctors have 
been received over other phones, plus 336 relating to Welfare 
cases and pensioners. 

With the introduction of “Medicare” by the Provincial 
Department of Health and Welfare, persons to whom cards have 
been issued, have been calling the Directory for advice as to 
where they can obtain the care they wish. The Directory has 
written the department asking for direction in this matter. 

The increasing use made of the Directory by the general 
public has reached the stage where it can no longer be financed 
by the member subscribers. Steps so far to remedy this situation 
have been unsuccessful. 

Respectfully submitted. 

J. Kristjansson, 
Representative. 


Hospitals Council, Manitoba Hospital 
Service Plan 


To the President and Executive of 
The Manitoba Medical Association: 
55. 


The personnel of this Committee is selected from all members 
of the community by the Government. The profession has been 
represented by Doctors W. J. Boyd and H. E. Bowles, and the 
undersigned. ~ 

The function of the Hospitals Council is largely advisory. 
Matters brought to its attention include the provision of services 
on an outpatient basis for minor surgery performed within a 
hospital and covered by M.H.S.P., a review of the work of the 
Willard Commission on hospital requirements within Manitoba 
and the recent increase in hospital rates. 

Respectfully submitted, 

K. R. Trueman, 
Representative. 


Postgraduate Refresher Course 


To the President and Executive of 
. The Manitoba Medical Association: 
6. 


A scientific meeting, representing 28 hours of credit, was held 
by the Manitoba Chapter of College of General Practice at the 
Marlborough Hotel from 2 May 1960 to 5 May inclusive. Of 
110 General Practitioners who were registered 34 were from 
rural districts. 

Guest speakers included Group Captain W. R. Franks, 
Toronto; Carl E. Johnson, Obs. & Gyn., Mayo Clinic, Rochester; 
Donald R. Pratt, Orthopedic Surgeon, San Francisco; and W. 
C. Taylor, Paediatrician, University of Alberta. 

Group Captain W. R. Franks spoke on various aspects of 
aviation medicine. Dr. Carl E. Johnson spoke on three gyneco- 
logical subjects and one obstetrical subject. 

Dr. Donald R. Pratt spoke four times on various aspects of 
hand injuries. Dr. W. C. Taylor, formerly of Winnipeg. spoke 
on three different paediatric problems. 

Local speakers were: Dr. F. G. Allison, Dr. S. Kantor, Dr. 
W. C. Perry, Dr. G. Sisler and Dr. D. P. Snidal. Each spoke 
on a subject related to his own specialty. A panel on arth- 
titides and one on complications of fractures were also held. 


The program was Bey! instructive and highly delightful. 
All those organizing and taking part in the program are to be 
congratulated for the high wrmee A which has been set. 

All of the above subjects and many more were discussed at 
the annual dinner and dance held 4 May 1960. Guest speaker 
was Dr. George Johnson, Honourable Minister of Health and 
Welfare. 

Respectfully submitted. 

S. Malkin, 


Representative. 
Sanatorium Board 


To the President and Executive of 
a The Manitoba Medical Association: 


The following is from the report of the Medical Director at 
the annual meeting of the Sanatorium Board of Manitoba in 
April 1960. 

1. Manitoba has a low death rate from tuberculosis: 4.6 per 
100,000 population, a slight decrease from 1958 and one-fifth 
the rate of 10 years ago. 

2. Particularly encouraging is a decrease of 22% in the new 
active cases reported for 1959 in comparison with 1958. 

3. Tuberculosis is noted for its recurring tendency 
spite of treatment advances, it is significant that 29% of the 
active cases reported were reactivations. The immediate dramatic 
effect of drug therapy can be a pitfall to the patient and the 
physician. Tuberculosis is still a serious disease to the person 
and to the public. 

4. Treatment days for tuberculosis continue to decrease, being 
down 18.8% in 1959. The average drop for the few years 
previously was 5%. 

5. The number of tuberculous patients on treatment in sana- 
toria on December 31, 1959 was 625, compared with 740 in 1958 
and 940 in 1947, 

6. More beds became available for non-tuberculous extended 
treatment patients. There were 103 extended treatment beds in 
Assiniboine Hospital and 58 in Clearwater Lake Hospital at 
December 31, 1959. 

7. A major change in case finding has been the inclusion of 
tuberculin testing in our survey programme. Fewer X-rays are 
necessary. Apart from current advantages, valuable information 
is obtained regarding infection rates for comparison with the 
past and also the future. The present low infection rate augurs 
well for the rising generation. 

The largest undertaking in the area of or and develop. 
ment of services in 1959 was the planning, design, organization 
and financing of the Manitoba Rehabilitation Hospital. This 
building was begun in the spring of 1960. 


Respectfully submitted. 
Murray H. Campbell, 
Representative. 


Society for Crippled Children and Adults 


To the President and Executive of 
The Manitoba Medical Association: 


58. 

The Society for Crippled Children and Adults, as in past 
years, has continued its growth this year. Last year there were 
2,448 cases given services, this year there were 2,742, an increase 
of approximately 300. During the year there were 631 new 
cases opened as compared with 599 last year. Cases closed were 
497 as compared with 337 last year. 

A psychologist and a speech therapist have been added to 
the staff in the past year. The therapist is the only one 
in Manitoba who gives speech education to adults, a real help, 
as many of the cases given services have had their speech affected 
by strokes. 

Funds to operate the _ Society come from three major sources: 
1. March of Dimes, 36%; 2. Easter Seals, 18%; Government 
Grants, 43%. 

Expenditures during the year were broken down as follows: 

1. Services to patients, 79.5%. This includes diagnostic 
facilities, medical treatment, pzosthetic appliances, special equip- 
ment, guidance, training, psychological and vocational assessment 
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speech therapy, industrial workshop, employment, board and 
room, transportation, follow-up and many other services. Re- 
habilitation clinics are held regularly in the Children’s Hospital, 
General Hospital, St. Boniface Hospital, and the Winnipeg 
Municipal Hospitals. 

2. Other costs: a) administration, 8.9%; b) fund raising, 
8.0%; c) Public education, 1.1%; d) misc., 1.5%. 

A planning committee has been developed to deal with the 
Society’s end of the development, with the Kinsmen club, of a 
center for the pre-school deaf in Manitoba. 

Each year the Society expands its facilities to cover new 
fields and assist in the rehabilitation and return to full or partial 
employment, sheltered employment, home bound employment or 
just better self care of many Manitobans who might otherwise 
have been a burden on their families and the community. 

The variety of cases handled by the Society is much too wide 
to attempt to list here and is constantly growing. 

The society is administered under a voluntary agency with 
an ever-expanding staff of trained personnel in the field of re- 
habilitation of adults and children under the guidance of its 
medical staff. 

Respectfully submitted. 

Kenneth D. McKenzie, 


Representative. 


Victorian Order of Nurses 


To the President and Executive of 
The Manitoba Medical Association: 
59. 

Your representative to the Victorian Order of Nurses of 
Canada has been in contact with that organization continually 
during the past year. Attendance at the annual meeting of the 
local chapter of the V.O.N. was very gratifying and your 
representative carried a message from the iation to this 
chapter expressing our continued appreciation and support of 
their efforts. It is felt by the V.O.N. that with the further 
developments in Home Care programs they will play an ever- 
increasingly important part in this aspect of the medical care 
of the people of Manitoba. 

Respectfully submitted. 

L. R. Rabson, 


Representative. 


Section of Anaesthesia 


To the President and Executive of 
~ The Manitoba Medical Association: 

It is my pleasure to submit this report. With a membership 
otf forty-eight, we held monthly meetings as follows: 

June 3, 1959: A meeting of the Anaesthetic Planning Com- 
mittee was held. The following was discussed: (1) Schedule of 
fees. (2) A letter from Dr. E. Gain, regarding examinations. 
(3) Program for 1959-60. 

July 24, 1959: The Anaesthetic Planning Committee held a 
meeting. Progress of events regarding schedule of fees, and the 
October meeting with guest speaker was discussed. 

October 6, 1959: A dinner meeting was held, Dr. Gordon 
Wyant as guest speaker; his subject was “Azeotropic Fluothane- 
Ether Anaesthesia.” 

Nov. 3, 1959: A meeting of the Winnipeg Anaesthetists’ 
Society was held. The World Congress of Anaesthesiologists 
meeting in Toronto in September 1960 was discussed. 

Dr. M. Minuck reported that, the Relative Value Schedule 
of fees of the California Medical Association was accepted in 
principle by the Professional Policy Committee. Dr. D. Snidal 
discussed “Pulmonary Disease in Anaesthesia,” with contribu- 
tions by Dr. P. McGarry and Dr. Graham Ross, questions and 
answers. 

Nov. 24, 1959: The Anaesthetic Planning Committee had 
a meeting to discuss and review the Relative Value Index Draft 
in relation to anaesthetic fees as submitted to the Anaesthesia 
section by the Professional Policy Committee of the Manitoba 
Medical Association. 

Dec. 4, 1959: A dinner dance was held at Club Morocco. 






Jan. 5, 1960: A business meeting was held, followed by a 
scientific session which included a talk on “Muscle Relaxants” 
given by Dr. T. J. McCaughey with Dr. M. Nickerson as 
moderator. 

Feb. 2, 1960: A meeting was held, followed by two films. 

March 1, 1960: Presentation of interesting cases from the 
various Hospitals. 

April 5, 1960: Election of officers for the coming year. The 
scientific session consisted of a report from Dr. S. Kantor and 
Dr. W. Zingg on “Brain Cooling.” Dr. A. Natsuk presented 
tape recordings by Dr. Morris on “Resistance in Anaesthesia 
Apparatus” and by Dr. H. Griffiths on “The Place of Fluothane 
in Present Day Anaesthesia and Its Possible Future.” 

May 3, 1960: We had a dinner meeting, with Dr. R. M. 
Smith as guest speaker, his subject was “Anaesthesia for Young 
Infants.” 

Respectfully submitted. 

A. W. Holm, 


Secretary-T reasurer, 


Section of Dermatology 
To the President and Executive of 


a The Manitoba Medical Association: 

“The Section of Dermatology met on several occasions to 
discuss the relative value fee index of the Professional Policy 
Committee and to prepare a presentation to this committee. 


Respectfully submitted. 
Saul S. Berger, 


ecretary. 


Eye, Ear, Nose and Throat Section 


To the President and Executive of 
- The Manitoba Medical Association: 


During the year this section held four meetings. Guest 
speakers included Dr. T. P. Kearns of Rochester, Minn., Dr. J. 
C. Wilt, Dr. W. L. Parker and Dr. N. Hill. 

The following officers were elected for the year: Chairman, 
Dr. R. C. Davison; Secretary, Dr. G. Letienne. 

Respectfully submitted. 

G. Letienne, 
Secretary. 


Internists Section 


To the President and Executive of 
- The Manitoba Medical Association: 

During the academic year 1959-60, the Internists Section of 
the Manitoba Medical Association held seven meetings for the 
discussion of scientific and business affairs. 

The following papers were heard: 

1. Dr. Paul Hagen: Physiological Amines and Their Clinical 

Syndromes. 

2. Dr. Bernard Fast, a paper entitled: “Recent Events in 
Bilirubin Metabolism.” 

3. Dr. Robert M. Cart, Professor of Medicine, University 
of Illinois, presented a paper entitled: “What we have 
Learned from Percutaneous Renal Biopsies.” 

A new slate of officers was elected for the 1960-61 term, and 

is as follows: 
Dr. E. G. Brownell: President 
Dr. V. Marie Storrie: Program Chairman 
Dr. M. F. McInnes: Secretary 

A contribution was made by the Internists Section in May, 
1960, to the Manitoba Hospital Survey Board consisting of a 
brief submitted to the Hospital Relations Committee. This 
concluded the academic and business activity of the Internists 
section for the year 1959-60. 

Respectfully submitted. 


M.F. MclInnes. 


Secretary 
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Obstetrics and Gynaecology Section 


To the President and Executive of 
The Manitoba Medical Association: 


Six meetings have been held during the year 1959-60. 
ie following scientific papers were given: 
1. Foetal cells in maternal blood: Dr. A. Zi 

2. History of Obstetrics in the Celeascey of Manitoba: Dr. 
Ross Mitchell. 

3. Placentography and Placenta Praevia: Dr. Arthur 
Sutherland. 

4. Medical and Surgical Treatment of Tubal Occlusion: 
Mr. V. B. Green-Armytage. 

Two dinner meetings were held in honour of Dr. Arthur 
Sutherland of Glasgow and Mr. V. B. Green-Armytage of 
London respectively. 

The scientific papers are ip eine incorporated into the record 
of the proceedings of the Secti 

Respectfully submitted. 

A. A. Earn, 
Secretary. 


Orthopaedic Section 


To the President and Executive of 
The Manitoba Medical Association: 
65. 


The Winnipeg Orthopaedic Section increased its activities 
during the last year, and a total of six dinner meetings were 
held. On January 16th, 1960, Mr. John Charnley of Man- 
chester, England, was our guest and presented a paper on “Joint 
Lubrication.” On May 2nd, 1960, Dr. Donald Pratt of San 
Francisco attended our dinner meeting as a guest and gave a 
paper on “Fractures Involving the Hand. 

At the other meetings scientific papers of high quality were 
presented by local members and were very well received. 

e Winnipeg Orthopaedic group were hosts to the Minda- 
man Tedenniie Society at one of our meetings. This meeting 
was very successful both scientifically and socially and was 
attended by about thirty orthopaedic surgeons from the states of 
Minnesota, and North and South Dakota 

The Winnipeg Orthopaedic Society n now numbers 2] mem- 
bers and associates, and the following are the officers: 

President: Dr. Chas. Hollenberg 
Treasurer: Dr. Bruce Loadman 
Secretary: Dr. D. M. Bruser 

Plans are being made for a program of rehabilitation and 
orthopaedic disabilities to be held on October 29th, 1960. This 
is to be a one-day program and the speakers are to be imported 
from the United States and Great Britain. 

Respectfully submitted. 

D. M. Bruser, 


Secretary. 


Section of Pediatrics 


To the President and Executive of 
The Manitoba Medical Association: 
66. 


The Pediatrics Section held a meeting on December 1959 to 
discuss the relative fee schedule and also to hold election of 
officers. 

The following were elected: 

Chairman: Dr. D. Besant 
Secretary: Dr. K. O. Wylie 

Dr. W. Bowman was appointed observer for the section of 
Pediatrics. 

A dinner meeting was held in May in honor of a former 
colleague, Dr. W. Taylor, now Assistant Professor of Paediatrics 
at the University of Alberta. 


Respectfully submitted. 


K. O. Wylie, 


Secretary. 





[October, 1969 


— 





Section of Pathology 


To the President and Executive of 
- The Manitoba Medical Association: 


The Section of Pathology of the M.M.A. held its 196 
annual meeting at the Medical College at 3 p.m. on May 11. 

At this meeting the existing slate of ode were returned 
unanimously for the 1961 session. This includes the following 


officers: 
President: Dr. D. W. Penner 
Vice President: Dr. A. C. Wallace 
Past President: Dr. L. P. Lansdown 
Secretary-Treasurer: Dr. C. N. Crowson 
During the year the section held a total of 7 meetings, 3 of 
which were Scientific Sessions, 3 ordinary meetings and | 
“open-house” meeting at the Winnipeg General Hospital in 
February. 
Reigathelly submitted. 
C. N. Crowson, 


Secretary-T reasurer, 


Section of Psychiatry 


To the President and Executive of 
in The Manitoba Medical Association: 


The past year has seen a further expansion in the growth 
and activity of this section with an increase in the number of 
ordinary and associate members to 61, and with twice as many 
meetings as were held during the preceding year. Of these, 
three meetings. were held in Winnipeg and three at other 
locations, respectively Brandon, Portage la Prairie and Selkirk. 
Attendance at all meetings has been excellent and a busy and 
broad agenda of both business and scientific topics was covered, 

Noteworthy in the business of the year included a brief 
submitted to the Provincial Psychiatrist on the current status of 
psychiatric practice in the province with recommendations for 
future planning and a report to the Manitoba Hospital Survey 
Board with regard to the hospital care of psychiatric patients. 
Arising out of this increased activity, provision was made at the 
Annual General Meeting of the Section held in May, for the 
election of a Psychiatric Advisory Committee to be permanently 
constituted with a particular view to help in planning the further 
development of psychiatric facilities. 

At the above mentioned meeting the following office bearers 
were elected for the coming year: 





View Dr. Roy Tavener 
Past Chairman Dr. John Matas 
Secretary-Treasurer _____ Dr. I. Blake Thomson 


Respectfully submitted. 
I. Blake Thomson, 


Secretary-T reasurer. 


Section of Radiology 


To the President and Executive of 
, The Manitoba Medical Association: 
9. 


In reply to your letter of May 31st in regard to submission 
of report of activities of the Section of Radiology for the Annual 
Meeting of the Manitoba Medical Association, our report is as 
follows: 

The Section of Radiology held two meetings in the past year 
to discuss matters of current interest. 

Respectfully Submitted. 

J. B. Squire, 


Secretary. 
Section of Surgery 


To the President and Executive of 
- The Manitoba Medical Association: 


Elections of officers were held on November 5th, 1959. Dr. 
Rabson was elected President; Dr. C. M. Burns, Secretary; and 
Dr. G. P. Fahrni, Treasurer. Five meetings were held through- 
out the year, both of business and scientific nature. The 
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Sections had the pleasure of hearing papers given by both local 
and visiting authorities. 

A committee of this section was appointed and duly studied 
the new draft of the Fee Schedule as it affects Surgical Practice. 
The decisions of this committee were submitted to the Manitoba 
Medical Association for approval. 

The Section expressed its great appreciation to Dr. Dwight 
Parkinson, its representative, to the Professional Pclicy Commit- 
tee, for his untiring and devoted efforts on its behalf. 

A mailed ballot was circulated to the Surgical Section to 
obtain an expression of opinion on the wish of the section to 
introduce the Columbus Plan or a modification of it. The Sec- 
tion voted in decisive approval of instituting such a plan. A 
committee has been formed which will decide the method by 
which the controls will be instituted. This Committee’s report 
will be heard at the next meeting of this Section in October. 


Respectfully submitted. 
Charles M. Burns, 


Secretary. 


Nominating Committee 


To the President and Executive of 
The Manitoba Medical Association: 


7. 
Officers and Members-at-Large 
President: Dr. H. L. McNicol, Flin Flon 
First Vice-President Dr. K. R. Trueman, Winnipeg 
Second Vice-President: Dr. K. I. Johnson, Pine Falls 
Dr. Malyska, Deloraine 
Honorary Secretary Dr. DuVal, Winnipeg 


K. 
W. 
F, 
Dr. D. L. 

Honorary Treasurer: Dr. W. 
Winnipeg Member-at-Large: Dr. R. 
= 

. J. F 

» G. 


Rural Member-at-Large 


Murphy, Winnipeg 
. Choate, Steinbach 
McNeill, Carberry 


nr 


W. 
L 
S 
O. Flett, Winnipeg 
=. 
7. 


72. 
Senior Membership, C.M.A. and 
Manitoba Division 


Dr. William Frederick Abbott —— Winnipeg 
Dr. Kristjan Jonsson Austmann —.._. Winnipeg 
Dr. William John Barber Winnipeg 
Dr. Thomas Cloudsley Brereton _____.Winnipeg 
Dr. Charles William Burns —___. Winnipeg 
Dr. Alexander Murray Campbell _. Winnipeg 
be. tiny Cae Winnipeg 
Dr. William Creighton Winnipeg 
Dr. George Coltherd Dodds Winnipeg 
Dr. Irvin Offero Fryer Winnipeg 
Dr. James Polson George Winnipeg 
Dr. Keith Gordon Grant — Winnipeg 
Dr. Fred Lawrence Jamieson — Winnipeg 
Dr. Albert Sidney McCann — Winnipeg 
Dr. Donald Faison McIntyre Winnipeg 
Dr. Harry Percival McPhail _________ Winnipeg 
Dr. George Boyd McTavish — Winnipeg 
Dr. Donald John Gunn Maclean ____- Winnipeg 
Dr. Frank Alex Macneil _—..______ Winnipeg 
De. jou Rey ree Winnipeg 
Dr. Alexander George Meindl _____ Winnipeg 
Dr. Wesley George Montgomery —._. Winnipeg 
Dr. Acram Moyse Pi Sa Winnipeg 
De. Gees oe Winnipeg 
ae eS ee Winnipeg 
Dr. James Henry Skaling Winnipeg 
Dr. John Ephriane Tisdale __._________ Winnipeg 
Dr. Jean Joseph Trudel __.._...Winnipeg 
Dr. Norman Wilfred Warner Winnipeg 
Dr. Thomas Henry Williams —._____ Winnipeg 
Dr. Fred Armstrong Young .___ Winnipeg 
Dr. Alfred Henry Boon —..____ Birch River 
Dr. Thomas Irwin Brownlee Russell 








Dr. James William Cairns ..—Pipestone 
Dr. Archie Peter Cameron -...___. __Swan River 
Dr. Alva Burton Chapman Reston 
Dr. Royal Edwin Dicks _... Dauph 





73. ' 4 
Representatives to Board of Trustees 
Manitoba Medical Service 
(Six to be selected) 
































Dr. G. L. Adamson Winnipeg 
Dr. G. F. Boult Winnipeg 
Dr. W. D. Bowman Winnipeg 
Dr. E. G. Brownell Winnipeg 
Dr. N. I. Corne — Winnipeg 
“el ae Winnipeg 
Dr. G. P. Peles —_______ Winiges 
i: A. SG. eee _.Winnipeg 
Dr. H. G. Hurst Winnipeg 
Dr. J. H. McBeath Winnipeg 
Dr. R. T. Ross Winnipeg 
Dr. J. A. Swan Winnipeg 
Dr. G. S. Varnam Winnipeg 
Economics 


To the President and Executive of 
" The Manitoba Medical Association: 


The Economics Committee has held eight meetings during 

the year 1959-1960. Its work has fallen into two main spheres: 

(a) Matters affecting the Manitiba Division of the Canadian 
Medical Association; 

1. Of major importance to our division has been the 
development of the Medicare program in conjunction with the 
provincial government and the Manitoba Medical Service. It 
should be pointed out that studies relating to this program 
were initiated by Dr. Ken Trueman in his capacity as Chairman 
of this committee two years ago. Your committee dealt with 
many aspects of this program and aided in developing the plan 
which is in existence today. Although your committee recom- 
mended a wider type of coverage, the limitations which exist in 
coverage at the present time were adopted because of the 
necessity of preserving medical teaching as much as possible. 

2. Your committee has recommended, and there has been 
established in the Manitoba Medical Review, a “Question and 
Answer Page.” This was done to give an opportunity to the 
profession to obtain, at all times, any information it desires 
as to developments within the Association, within a doctor- 
sponsored pre-paid plan and also regarding changes or develop- 
ments in the general field of medical economics. It is regrettable 
that this page to date has not been used to any great extent 
by members of the profession, and that the many verbal questions 
that the executive members of this Association encounter daily 
are not submitted to this page for proper information and 
clarification. 

3. During the past year, lectures to medical students were 
arranged on April 9th, 23rd and the 30th. Two of these 
lectures were delivered in the form of panel discussions: 

(a) “The principles of pre-paid medical care and their effect 
on the practice of medicine.” 

(b) “How to establish a practice.” The first of these panels 
was held with the assistance of the executive director of 
the Manitoba Medical Service and members of his 
administrative staff and board. The second panel in- 
cluded a rural doctor, a city doctor, a chartered account- 
ant, and two bank officers. Unfortunately, the third 
lecture which was to be given by Dr. J. C. Willard, 
Director of the Research Division of the Department of 
National Health, had to be cancelled at the last 
moment. 

These lectures were attended by almost the entire 4th year 
despite the lateness in the season, and from all reports were 
liked and appreciated. It is to be hoped that such lectures will 
be repeated early and will include as many members of the 
student body as possible. 
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4. The question of the release of fee schedules to insurance 
companies was discussed and the following recommendation was 
accepted by your Executive Committee: 

(a) ‘Fee schedules should be released to insurance companies 
only if provision is made that the insurance company 
must make clear to the insured both in their policies 
and in the policy cards which they issue to the patient 
that the sums for which they are insured may not at 
any time represent the full fee that may be charged 
and merely represents the allowance towards the doctor’s 
reasonable and customary charges.” 

This resolution was forwarded to the C.M.A. and was 

adopted in principle by that Association. 

5. Your committee also dealt with the problem of payment 
to doctors for cases treated in the Extended-Care-Treatment 
hospitals, designated as such by the Provincial Government and 
under the management of the Sanatorium Board. The following 
recommendation was accepted by your Executive: 

**  . . that in the Assiniboine Hospital at Brandon and the 
Clearwater Lake Hospital at the Pas, staff doctors be allowed 
to bill patients under their care and able to pay . . . the doctor 
billing directly for his services.” It is also recommended that 
this whole situation be reviewed in one year. 

Charges to be made are not to exceed $37.50 per month 
which is the same rate paid by the M.M.S. for monthly care 
in hospital. 

(B) Matters of concern not only to our division but also 
under study by the Economics Committee of the Canadian 
Medical Association. 

1. At many meetings the Principles relating to Medical 
Services Insurance as laid down by the C.M.A. were discussed. 
Changes and recommendations from our local committee and 
Executive were then taken to the C.M.A. Committee by your 
representative. These culminated in the Statement of Principles 
as enunciated by the General Council at Banff, June, 1960. 
These were published in the August-September issue of the 
Manitoba Medical Review. 

2. During the year a close watch was kept on the develop- 
ments in Saskatchewan based on information supplied by the 
Canadian Medical Association. 

3. Your committee took part in the discussions which led to 
the development of standardized insurance claim forms. These 
have now been adopted by the C.M.A. and the insurance 
forms will soon be available for distribution through our 
divisional office. 

4. The Relative Value fee schedule as it is being developed 
by the C.M.A. has been discussed. Recommendations and 
changes based on the problems which development of our local 
R.V. schedule has presented have been forwarded to the C.M.A. 

5. Your committee was successful in establishing a principle 
which was adopted by the CM.A. — “That payment for 
clinical medical services of chronic or extended-treatment cases 
in hospital should not be an insured service under the Federal 
Hospital and Diagnostic Services Act.” Despite intensive 
pressure from the Canadian Hospital Association the Federal 
Government has apparently agreed to observe this recommenda- 
tion. 

6. Mandatory Consultations — Payment for these was pre- 
sented for opinion by other Divisions. The following recom- 
mendation was made — “That where a mandatory consultation 
is designed by a hospital purely in the patient’s interest it 
should be paid for, where the patient is able to do so. Mandatory 
consultations initiated by a hospital in its own interests should 
not be paid for. 

Under study at the present time are two major projects: 

1. An increase in enrolment in our doctor-sponsored pre-paid 


(a) Whether or not under the present underwriting rules of 
M.MS. substantial numbers of people are being denied 
coverage they desire. This may be difficult to ascertain. 

(b) Whether liberalization of these underwriting rules will 
ensure that the vast majority of people can obtain such 
coverage without jeopardizing the position of the present 
subscribers. Underwriting regulations concerning the 
aged are of particular concern. 


2. The position of the self-supporting individuals who may 
require subsidization in order to pay premiums ensuring them 
of comprehensive medical care. In this connection your com. 
mittee has been authorized to seek the advice of a professional 
economist. In this field too, the aged and chronically ill require 
special consideration. 

I would like to thank the members of the committee for 
their diligent work — Drs. G. M. Black, R. L. Cooke, J. C 
MacMaster, W. S. Neal, M. A. Sirett, R. Tanner, K. R 
Trueman and Dr. R. W. Richardson who acted in an advisory 
capacity. Drs. Allison and Flett, ex-officio members, have 
attended all meetings and to them the committee extends it 
sincere appreciation. 

Respectfully submitted. 

L. R. Rabson, 


Chairman, 


Committee of Nominees to Board of Trustees 
Manitoba Medical Service 


To the President and Executive of 
- The Manitoba Medical Association: 


Under changes in the constitution adopted at the annua 
meeting in 1958, provision was made for the nominees of the 
M.M.A. to the Board of Trustees of M.M.S. to elect from 
amongst their number, a chairman, who becomes a member of 
the M.M.A. Executive, and like other chairmen is required to 
report to your annual meeting. It is my duty therefore, as this 
chairman to present this report. 
M.M.S. continues a constant trend toward increasing growth 
of its operations. Subscriber enrollment at 31 July 1959 num- 
bered 328,946; at 31 July 1960 — 364,172 including the new 
Medicare group under the Social Allowances Programme of 
Manitoba Government. Subscription income and claims expense 
reflect commensurate increases. Prorating is being maintained at 
85%. Administrative expenses to 31 July were 6.64%. 
The subsidiary corporation (U.H.LC.L.) is still operating 
only in the field of semi-private hospital coverage, and at 30 
June 1960 had 111,829 persons enrolled, compared to 97,265 at 
31 July 1959. Adequate reserves have been maintained and sub- 
scribers were granted a further reduction in premiums. Two 
major medical type plans have been adopted by the U.HI. 
directors after five meetings of the Advisory Contracts Com- 
mittee, whose membership is drawn from M.M.A., M.M.S. and 
U.H.LC.L. The plans are indemnity in character as recom- 
mended in the report of the M.M.A. Commission. One plan is 
an extension of M.M.S. benefits and presupposes membership in 
M.M.S.; the other is a single type major medical programme 
without M.M.S. membership. It is hoped to have these plans 
3 sale in the late autumn of 1960 if the current time schedule 
of: 
2. clearance by Superintendent of Insurance 
3. approval of M.M.A. and M.M.S. 
4. printing of contracts 

can be maintained. 

Affiliation has continued with the major prepaid international 
organizations, viz. T.C.M.P., Blue Shield, and the Western Con- 
ference of Prepaid Medical Service Plans. There have been 
some encouraging developments regarding T.C.M.P. A.C.M.A. 
Committee recommendations were adopted by T.C.M.P. which 
authorized an assessment by a consulting actuary of the com- 
petitive position of the T.C.M.P. This report has been received 
and it contains many of the recommendations previously advo- 
cated by M.M.A. and M.M.S. The report is presently under 
study by the T.C.M.P. Executive Committee and a special Com- 
mittee appointed by them. 

M.M.S. is to be host at the Western Conference annual 
meeting the end of October and arrangements are proceeding for 
this conference. The membership in this international sympos- 
ium is mainly American, and M.M.S. is privileged to be chosen 
the host plan for this year’s meeting. 

The erection of the new office building on the Polo Park site 
was commenced, and it is anticipated that the new quarters wi! 


be occupied before the end of this year. 
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Sale of the present building at 210 Osborne Street was 
authorized by the board and it has been sold for the price of 
$375,000. M.M.A. was given the opportunity to buy but would 
have found difficulties in finding the purchase price. 

The study of patterns of practice is continuing, and con- 
siderable interest in this has been evinced by the profession. A 
number indicated a wish to have a copy of their profile and 
because of their desire, each medical member of M.M.S. was 
sent a copy of his profile pattern compared with the norm for 
the particular bloc in which he practises. 

It is intended to issue another similar type comparison to 
each member in the near future. A Medical Review Committee 
is expected soon to look at the microfilm records of claims 
paid. Following this the appropriate line of action will be 
determined 

This report obviously cannot cover all the operational details 
of M.MLS. for the year, but does chronicle the highlights of the 
period since the last annual meeting of M.M.A. 

It will be a pleasure for me to report in person, and in some 


detail, before the medical members in September 1960. 
Respectfully submitted. 
D. N.C. McIntyre, 


Chairman. 


Professional Policy Committee 


To the President and Executive of 
The Manitoba Medical Association: 
76. 


Before commencing my report of the activities of the Pro- 

fessional Policy Committee for the year ending September, 1960, 
I feel I should very briefly recapitulate a few of the events which 
set out our 1960 terms of reference. In response to a previous 
Executive Committee request that the PPC recommend a new 
MMA Fee Schedule, a recommendation was made March, 1959 
after protracted study that the Relative Value Study of the 
California Medical Association be utilized in Manitoba, using a 
unit value of $3.50. The Executive Committee approved the 
format but suggested that the unit value might be higher. The 
PPC indicated that the study of the validity of a series of 
higher or different unit values would require the assistance of an 
actuary. 
Accordingly, the services of a consultant actuary were ar- 
ranged. His report received just before the annual meeting last 
year was based upon his study of the application of the proposed 
California schedule to all Manitoba Medical Services (MMS) 
accounts for the year 1958. Because he found that the proposed 
schedule would increase the overall cost over one-third and more 
important, because the pattern of payment to many groups 
would be drastically changed he recommended a compromise of 
the California Plan. This new Plan was approved by the Execu- 
tive Committee during September 1959. 


The Annual Report of this Committee last year however 
suggested the circulation of the revised fee schedule to all blocs 
and sections and the provision to each of the opportunity to meet 
to discuss the new format with the PPC. 

Accordingly, during the year under review, draft copies of 
the fee schedule were circulated and commencing with the New 
Year an intensive series of meetings was held to allow all blocs 
and groups to make their recommendations. 

The fee schedule product of all this negotiation was pre- 
sented to the Executive Committee meeting during May. It was 
possible at that time to report that agreement had been reached 
with all groups encountered excepting the Dermatologists. Once 
again the Executive Committee gave general approval to the Fee 
Schedule and instructed the PPC to “commence a study to 
adapt the new fee schedule to MMS use.” 

MMS has of course been aware of the general nature of the 
proposed new fee schedule for some time so that informal intro- 
ductory discussion with them regarding the new schedule was 
not indicated. 

As soon as their preliminary analysis of the effects the new 
schedule would have upon the volume of their billing from 
doctors became available, a mid-July joint meeting between repre- 
sentatives of the PPC and the MMS Board was held. To give 
some indication of the gross effect of the proposed schedule it 
was reported that its use during 1959 would have increased 
MMS costs by about 25%. Alternatively, if the new schedule 
had been in effect during 1959 the amount of subscriber money 
available would have covered only 67% of the charges made. 
This of course represents a pro rating percentage of about 67. 

With these preliminary figures it becomes evident at once 
that policy deliberations with important and far reaching impli- 
cations become necessary. Further study and meetings during 
August could not be arranged due to the holiday season. They 
will therefore recommence during September. 

Once again I must emphasize that this Committee is quite 
aware of the urgency surrounding the establishment of a new 
fee schedule. I can only beg your understanding of the fact that 
the working towards a schedule that merits the support of all 
elements of the Profession is becoming an extremely complex 
and time consuming matter. In this regard the Committee has 
already recommended to the Executive Committee that a perma- 
nent secretary to this group should be appointed. 

Respectfully submitted. 

H. Malcolmson, 


Chairman, 


74. 
Other Committees 
No unusual activity was reported from the following 
committees: 
Ethics 


Organization 
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Medical Classification of Mental Retardation 
(Adapted from supplement to Am. Journ. of M. Def. — Sept., 1959, Vol. 64, No. 2) 


MENTAL RETARDATION ASSOCIATED WITH DISEASES 
AND CONDITIONS DUE TO INFECTION 
one alopathy, congenital, associated with prenatal 
infec 
Not further specified 
Cytomegalic inclusion body disease, congenital 
P? Rubella. congenital 


P Syphilis, congenital 


P ? Toxoplasmosis, congenital 
Other, congenital (specify) 
Rae due to postnatal cerebral infection 
Not further specified 


P ? Brain abscess 
Encephalitis 


P Meningitis 
Meningoencephalitis 
Not further specified 
Virus (specify) 
Bacteria (specify) 
Other microorganisms (specify) 





MENTAL RETARDATION ASSOCIATED WITH DISEASES 
AND CONDITIONS DUE TO INTOXICATION 
Encephalopathy, congenital, associated with toxemia 
of pregnancy 
mgt congenital, associated with other 
maternal intoxications (specify) 
P Bilirubin encephalopathy ( cterus) 


P ? Post-immunization encephalopathy (specify) 


P Encephalopathy, other, due to intoxication 
(specify poison) 





Ill 


ceeiees ’ RETARDATION Ameo A TED WITH oe 
D CON ae DUE TO TRAUMA O 
HYSICAL AGENT 


Encephalopathy mi, to prenatal injury (specify) 
Encephalopathy due to mechanical injury at birth 
Encephalopathy due to asphyxia at birth 


Bnssgheieper due to Se craae injury 
further speci 
Contusion Gaberation) (specify region) 


P ? Haemorrhage (hematoma) of brain & cify whether 
intracerebral, epidural, or subdu 
Porencephaly (specify region) 
Vascular occlusion 





Iv 


MENTAL RETARDATION ASSOCIATED WITH DISEASES 
AND CONDITIONS DUE TO DISORDER OF METABOLISM, 
GROWTH OR NUTRITION 


P ? Cerebral lipoidosis, infantile (Tay- aly disease) 
Encephalopathy associated with other disorders of 
lipoid metabolism. 
Not further specified 
Cerebral lipoidosis, late infantile (Bielschowsky’s 


sease 
ae ed lipoidosis, juvenile (Spielmeyer-Vogt 


Cerebral lipoidosis, late juvenile (Kuf’s disease) 

Lipid — of kerasin type (Gaucher’s 
isease 

a hystiocytosis of phosphatide type (Niemann- 
ick’s disease) 

Other (specify) 


P Phenylketonuria 
re seestates with other disorders of 


protein m 
Not further s osified 
Hepatolenticular degeneration (Wilson’s disease) 


P ? Porphyria 
Other (specify) 
Galactosemia 


—— athy associated with other disorders of 
car) e metabolism 


Not er specified 


P ? Glycogenosis (Von Gierke’s disease) 
P? # glycemosis 
Other specify) 
Arachnodactyly 
P ? Hypothyroidism 
Gargoylism (Lipochondredystrophy) 
Encephalopathy, other, due to metabolic, growth, or 
nutritional disorder (specify) 








Vv 
MENTAL RETARDATION ASSOCIATED WITH DISEASES 
AND CONDITIONS DUE TO NEW GROWTHS 
Neurofibromatosis (Yon Recklinghausen’s disease) 
Trigeminal cerebral angiomatosis (Sturge-Weber- 
Dimitri’s disease) 
Tuberous sclerosis 
P ? Intracranial neoplasm, other (specify) 





VI 


MENTAL RETARDATION ASSOCIATED WITH DISEASES 
AND CONDITIONS DUE ay a —- PRENATAL 


Cerebral defect, congenital 
Not further specified 
fneposmnesy (including Hemianencephaly) 
Malformations of gyri (specify) 
Porencephaly, con, _— Peeatley A aad 
Multiple — anomalies of b 
Other (specify) 
eee associated with primary cranial anomaly 
Not further specified 
P ? Craniostenosis (specify sutures) 
P ? Hydrocephalus, con eni ital 
ppertenes in (Greig’s disease) 
acrocephaly 
Microcepnaly. primary 
Other (specify) 
eemementiatiaeah syndrome 
Mongolism 
Other, due to unknown prenatal influence (specify) 





vit 


MENTAL RETARDATION ASSOCIATED WITH DISEASES 
AND CONDITIONS DUE TO UNKNOWN OR UNCERTAIN 
CAUSE WITH THE ae REACTIONS 


tees associated with diffuse sclerosis of brain 


further specified 
Acute infantile sclerosis (Krabbe’s disease) 
Diffuse chronic infantile sclerosis (Merzbacher- 
Pelizaeus disease) 
Infantile metachromatic leukodystrophy 
(Greenfield’s disease) 
Juvenile metachromatic leukodystrophy 
pa holz’ a tical nal th 
essive subcortical encephalopathy 
Preene hilder’s disease) 
Other (specify) 
ees associated with cerebellar degeneration 
further specified 
Spinal sclerosis (Friedreich’s ataxia) 
Other (specify) 


7 halopathy, other, due to unknown or uncertain cause : 


the structural reactions manifest (specify) 





vu 


MENTAL. 'AL RETARDATION DUE TO UNCERTAIN on 
RESUMED PSYCHOLOGIC) CAUSE WITH 
PPUNCTIONAL REACTION ALONE 
Cultural-familial mental retardation 
P ? Psychogenic mental retardation associated with 
environmental deprivation (specify nature of 
deprivation) 
P ? Psychogenic mental retardation associated with 
emotional disturbance (specify) 
P? —— mtn | disorder ( a a (or ) 
or persona a as e.g., autism 
Mental wtardation. other, d et pon ba be cause 
with the functional reaction alone :aanifest. 
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Social News 


—=aa=——_—a Et 


Reported by K. Borthwick-Leslie, M.D. 


Sincere congratulations to all those in charge of 
scientific and social functions of the combined 
meetings last week. 

Unfortunately unable to attend because of physi- 
cal complaints “too numerous to mention.” I have 
had glowing accounts from everyone as to the 
complete success of all organization. 

Ww 

Dr. Sidney Israels has at long last come into his 
own, as full time director of research at Children’s 
Hospital. Sid has been associated with the Chil- 
dren’s ever since his student days, in the late ’30s, 
and has always been top notch in scientific projects 
—when he says Research is going to “hum”—the 
research dept. is going to hum. 

w 

Dr. M. C. Blanchaer of Winnipeg has been elected 
president of the Canadian Society of Clinical Chem- 
ists at a joint convention of the American Associa- 
tion of Clinical Chemists _ Montreal. 


Dr. T. H. Williams has been elected to Honor- 
ary Membership of the Canadian Association of 
Pathologists, a fitting tribute to the enormous 
contributions Dr. Williams has made to pathology 
internationally. Although officially retired he still 
is doing active consulting work. 

ahitp 
xs 

Dr. Robert Cook, in September, had the honor 
and responsibility of delivering three Scientific 
papers in Calgary, for the Alberta Annual Medicai 
Meeting. te 


Dr. Roy Martin reports the interesting item that 
Dr. David Tompsett, Man. 712, has been practicing 
medicine in the same office in Vancouver Medical 
Bldg. since 1915 — 45 years. Must be a record. 

, 


Dr. and Mrs. John Dougan with daughter Jane 
were honored with a reception and gifts at the 
Charleswood Community Club prior to their de- 
parture for London, England. Dr. Dougan will be 
doing post graduate study in psychiatry. They 
expect to return in 1962 or 1963. 


Dr. and Mrs. Ian Hamilton, Seattle, Wash.. en 
route from holidaying in London, Eng., spent some 
time in Winnipeg visiting Mrs. F. W. L. Hamilton, 
East St. Paul. 

Ww 


Dr. and Mrs. Jack McKenty in August had a 
pleasant holiday in Iowa and Wisconsin. Dr. 
McKenty was guest speaker at a dinner meeting of 
the Wright County Medical Society, Eagle Grove. 
Enroute home Dr. and Mrs. McKenty visited with 
their son and his wife —_— Wisconsin. 


Westminster United Church, August 24, 1960, 
Cynthia Charlotte, daughter of Dr. and Mrs. Ed- 
ward Johnson, became the bride of Alan Thomas 
Tasker, son of Mr. and y J. U. Tasker. 


Mr. and Mrs. E. M. Finkleman announce the 
engagement of their elder daughter Nancy Sandra 
to Dr. Murray William Hollenberg, son of Dr. and 
Mrs. Michael S. Hollenberg. The wedding will 
take place October 30, 1960 in the Shaarey Zedek 
Synagogue. 


Notice: Big - big bonspiel January 9, 1961, Granite 
Curling Club. All medicos, especially rural mem- 
bers invited to enroll. Committee in charge: Drs. 
Kippen, Neal, Hastings, Shaw and J. Mitchell. 

Ww 


Now that the Bonspiel birth is announced, let us 
welcome all the wee tads: 

Dr. and Mrs. D. R. Magee welcome Susan Carol, 
August 22, 1960. 


Ww 
Dr. and Mrs. Wm. Hanec and Billie announce the 
arrival of Gregory Michael, August 20, 1960. 


Dr. and Mrs. T. E. Cuddy, a son, Edward Lee, 
August 10th. " 


Dr. and Mrs. Robert Hoeschen (nee McMaster) 
ou the birth of Richard Duncan, August 
th, 1960. 


x 
Dr. and Mrs. H. Prosen were delighted to wel- 
come Patricia Lorraine, July 11, 1960. 


Dr. and Mrs. Arthur Swartz, August 9th, 1960, 
announced the birth of a son, Blair Alan. 


Dr. and Mrs. E. L. Lansdown (nee Marlene 
Musgrove), at the Toronto General Hospital, wel- 
— their daughter, Leanne Elizabeth, sister for 

ordon. 


Dr. and Mrs. H. C. Stevenson announce the birth 
of Matthew Henry in Minnedosa Hospital August 
Ist, baby brother for Tommy, Cathey, Peter, Shirley 
and Roddy. Wow! 


VN 
To Dr. and Mrs. T. S. Lambie, a daughter, 
Amanda Renwick, August 21st, 1960. 


A 


A. 


Dr. and Mrs. J. Bergal, August 26th, announce the 
birth of their son, Donald Michael. 


ok 
Dr. and Mrs. Robert Lafreniere, St. Anne’s, Man., 
announce the arrival August 15th, 1960, of a son, 
Jean-Marc. 


ox 
Dr. and Mrs. B. D. Sutter, Souris, Man., happily 
announce the birth of a son, Daryl Benjamin, Aug. 
18th, 1960, brother for Carolyn, Janet and Joan. 


Dr. and Mrs. R. M. Cherniak announce the birth 
of Mark Nathan, September 10, 1960. 


Ww 
Dr. and Mrs. Frank Short (nee Doreen Gerb) 
were happy to welcome a son, Howard Michael, on 
September Ist, 1960. 


Ww 
Dr. and Mrs. D. M. Whiteley, Victoria, B.C., an- 
nounce the birth of Catherine Ann, on September 
22nd, 1960. 


Dr. and Mrs. John Sinclair announce the arrival 
of Kathryn Lee on September 23, 1960. 


Dr. and Mrs. Gerald Battle announce the birth 
of a son, Michael Gerald, in Rochester, Minn., Sept. 
23rd. The baby passed 1 aad Sept. 29, 1960. 


P.S. — Remember, phone in, write in, or register 
in person for your spot in the Bonspiel. What about 
a ladies’ rink? 
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The Van Meter Prize Award for 1961 


The American Goiter Association, Inc., again offers the Van Meter Prize 
Award of $300.00 to the essayist submitting the best manuscript of original and 
unpublished work concerning “Goiter — especially its basic cause.” The studies 
so submitted may relate to any aspect of the thyroid gland in all of its functions 
in health and disease. The Award will be made at the Annual Meeting of the 
Association in the Warwick Hotel, Philadelphia, Pennsylvania, May 3-6, 1961. 
A place on the program will be reserved for the winning essayist if he can attend 
the meeting. Where more than one author appears on the manuscript they will be 


asked to designate a single recipient to receive the award. 


The competing essays may cover either clinical or research investigations, 
should not exceed 3,000 words in length and must be presented in English. 
Duplicate typewritten copies, double spaced, should be sent to the Secretary, 
John C. McClintock, M.D., 701 Madison Avenue, Albany 8, New York, not later 
than January 1, 1961. Manuscripts that do not conform to these requirements 
will not receive consideration. The committee who will review the manuscripts 


is composed of men well qualified to judge the merits of the competing essays. 


for 
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DEPARTMENT OF HEALTH & PUBLIC WELFARE 


COMMUNICABLE DISEASE PICTURE 


North of 53 
District 
One case of para- 
lytic poliomyelitis 
was reported. The 
patient died on the 
day following on- 
set. Information is 


LIST OF DEATHS FROM COMMUNICABLE DISEASES 
August, 1960 


URBAN: Cancer, 112; Diarrhoea and Enteritis, 7; Pneu- 
monia Lobar (490), 7; Pneumonias (other forms), 27; 
Tuberculosis, 5; Bacillary Dysentery, 1; Unspecified 
forms of dysentery, 1; late effects of acute encephalitis, 
1, Other deaths under 1 year, 45. Other deaths over 1 
year, 431. Stillbirths, 30. Total, 667. 


not yer available RURAL: Cancer, 30; Diarrhoea and Enteritis, 4; Pnevu- 

about his immun- monia Lobar (490), 1; Pneumonias (other forms), 8; 

ization status. Tuberculosis, 2; Bacillary Dysentery, 1; Unspecified 
forms of dysentery, 1; Late effects of acute encephalitis, 
1. Other deaths under 1 year, 17. Other deaths over 
1 year, 160. Stillbirths, 11. Total, 236. 


INDIANS: Diarrhoea and Enteritis, 1; Pneumonias (other 
forms), 2; Tuberculosis, 1. Other deaths under | year, 1. 
Stillbirths, 1. Total, 6. 


Northwestern District General 
One case of meningitis due to ECHO The incidence of communicable disease during the 
: reported and two caees of month remains small. A total of three cases of anterior 
wars ee ee poliomyelitis were reported, bringing the total to date 
infectious hepatitis. for 1960 up to seven. 


Northern District 


Ten cases of bacillary dysentery were Winnipeg District 
reported. Two cases of meningitis Sees wae seuieed 
due to unspecified causes and one on two cases of an- 
case of infectious hepatitis were re- terior — poliomyelitis 
d both due to Type 1 
ported. Polio Virus. One case 
had received no vaccin- 

ation. The other case 

had received four doses 

of Salk vaccine in 1959. 

Her clinical condition 

was apparently mild. 

There were 18 cases of 

infectious hepatitis; 5 

cases of pertussis; 2 

cases of brucellosis; 1 

scarlatina; 1 meningitis 

due to ECHO virus; 2 

bacillary dysentery and 

1 salmonella food 
poisoning. 


Central District 


Dect One case of brucel- 
Brandon District losis was reported. 
One case of brucel- 


losis was reported. 
Southern District 


Reports were received with one case 
each of the following: encephalitis 
infectious; brucellosis; infectious 
hepatitis and pertussis. 
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Detailmen’s Directory 
Representing Review Advertisers in this issue, 
whose names are not listed under a business 
address. 


Arlington-Funk Laboratories, division 
U.S. Vitamin Corp. of Canada, Ltd. 
Sein is I Se ee eas Oe HU 9-1841 


Beecham Research Laboratories Ltd. 
Wilf Baldwin ............. psi act» ave Bed HU 9-8236 


Bristol Laboratories of Canada Ltd. 
Se VE 2-1237 
I I 5. sds iaesateictid casero VE 2-5984 


British Drug Houses 


_ <2 EERE EENee emneneneera GL 3-1325 

IN i oa asp Ssase Saas TU 8-5341 

aw. Gee Tee .............................. VE 2-0256 
Calmic Limited 

I ciaeiissintensicsicrerennpseseons CH 7-3642 


Carnation Company Ltd. 


D. G. (Don) Ramage ........... ctelninne snag SP 2-5836 
a e. Gp Sees .............................. JU 6-7712 
ene ED 1-3515 
R. E. (Roy) Constable .......................... VE 2-1995 


Ciba Company Ltd. 
Leslie D. MacLean .............................- .... CE 3-3240 
Richard Loewen ...................-...::::2:000+++ CH 7-1017 


Connaught Laboratories 
Brathwaites Ltd. .............. i Sostreadnseas WH 2-2635 


Cow & Gate (Canada) Ltd. 
R. ©. (B00) Patter ..............:.............. VE 2-3660 
oo aor scan nape ED 9-1347 


Frosst, Charles E. 


TAs is IE, 25a. isnncsnnes-esecnnnesenerenese HU 9-3963 
Ms IID, orcicascosicceeosscsesscncicadeceserere AL 3-0772 
PM IIL, «cn vncecceoncnecneavncecestsicciecsnce HU 9-6164 
a ere eee AL 3-4032 


Hoffman-La Roche Limited 
Paul EB. Prendergast .............................. AL 3-1962 


Horner, Frank W. Limited 
I oa acs ardisausiesesecuben JU 9-1691 
I oe cs go cs aan oskescncontacnaeey ED 9-3851 
TINE is eccicctiercech econ sLcbaseiectscocsess GL 3-6820 


Lederle Laboratories 


3S ea HU 9-2207 

| en 

I oe SP 2-4723 

aed Ts Weed ec JU 6-3628 
McNeil Laboratories of Canada Ltd. 

B. M. Couts .............. LEST Pe JU 2-5920 
Nadeau Laboratory Ltd. 

Andrew Desender ................2..222.0000-220---- CH 7-4909 
Pfizer Canada 

ee eee TU 8-1193 

eee GL 3-6226 

Fs I aos. is iscsicccciccncscesacenescieies TU 8-1391 

a ee ee ee SP 5-1404 
Poulenc Limited 

IN osc ccseccis pavecnsce caoseboneces VE 2-3862 

ee GR 5-1588 
Robins (Canada) Ltd., A. H. 

Harold Tetieck ........................:. pe SP 5-5624 

PGR GATT —..... .. =... -2onn cen nnce-nconeneccnieens ED 4-1367 

| ial aS SIS Se nan aa ED 9-3154 
Schmid (Canada) Ltd., Julius 

H. V. Walker .................. ee eae LE 3-8664 
Searle & Co., G. D. 

Harry Chambers ............................. ED 4-0989 

I II oo ee tri tiabees ED 8-8824 
Swift Canadian Co. Ltd. 

_ ee ee ee CH 7-9833 


Winthrop Laboratories 


8 ne 
= Ms NI ccs cache 


Wyeth & Brother, John 


A Ww. Cog ..................-...-. 
Stuart Homies ................... freee 


Res. GR 5-6038 


ieee: ... CE 3-2024 
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